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to author. 
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References—References should be assembled according to author in a terminal bibliography, 
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accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H. Am. J. Psychiat., 95 :271, Sept. 1938. 
2. Hess, W. R. Diencephalon. New York: Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 
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Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 
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A NEW EMOTIONAL 
STABILIZER FOR 
NEUROPSYCHIATRIC 
THERAPY 


Serpasil, in a recent study,! proved to be a 
valuable supplement in the treatment of 
neuropsychiatric conditions, including 
schizophrenia, paranoid and manic states, 
general paresis with psychosis and some 
cases of depression. In many instances it 
eliminated the need for electroshock 
therapy, restraints, seclusion and barbitu- 
rate sedation. 


Combative, uncooperative patients in gen- 
eral became friendly, cooperative, cheerful, 
sociable and more amenable to psycho- 
therapy under Serpasil. Hyperactive pa- 
tients became sedate, noisy patients quiet, 
depressed patients alert. 


Serpasil produced remissions jn 20 of the 
74 patients studied. Eight were discharged 
from the hospital. Long-term effects of 
treatment have not been determined. 


If extended studies confirm preliminary 
findings, the authors state, Serpasil will be 
one of the most important therapeutic 
agents in the history of psychiatry. 


Dosage information will be found in a CIBA 
advertisement elsewhere in this journal. 


Parenteral Solution (for psychiatric use only), 2.5 mg. 
Serpasil per ml., 2-ml. ampuls. 


Tablets, 1.0 mg. (scored), 0.25 mg. (scored), 0.1 mg. | 


Elizir, 0.2 mg. Serpasil per 4-ml. teaspoonful. —_ Sai 
1. Noce, R. H., Williams, D. B., and Rapaport, W.: J. A. M.A.: 156:821 (Oct.) 1954. 
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Desbutal 


DESOXYN® to brighten the mood 
NEMBUTAL?® (0 relax inner tensions 


One capsule represents 5 mg. DESOXYN 
Hydrochloride (Methamphetamine 
Hydrochloride, Abbott) plus 30 mg. 
NEMBUTAL Sodium (Pentobarbital Sodium, 
Abbott). Bottles of 100 


and 1000 capsules. 
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(pipradrol hydrochloride) 


a unique central motivant with demonstrated 
subcortical activity subtly returns your emotionally 
fatigued and depressed patients to their usual level 
of alertness, interest and productivity!?. 


Meratran's action, in easily adjusted doses, is prompt— 


subtle — comfortable — Its effectiveness is prolonged. 


* no appreciable effect on blood pressure and respiration +» restores 
needed sense of well-being - no tolerance or drug habituation « 
normal appetite undisturbed + no jitters - no apprehension - little 
or no insomnia + wide range of safety +» no rebound letdown 


more common type social 
Situational stress or mild depression. Adj 
in certain and p 


hydrochloride with the “en ct 


‘must be observed and daily dosage and duration 


_ of administration adjusted to patient response. 


: Small-pink tablets containing: 1 mg. 


“Meratran (pipradrol) hydrochloride.* Bottles of 
00. 


benzhydrol hydrochloride, 


dune 14, 1954. 2. Fabing, H. D., Hawkins, J. 
new antidépressant dr the American 
“Association, St. Louis, ‘Missouri. May 3, 1986. 
Aloha-(2-piperidyl) benthydrel_ hydrochloride, j 


“City, 
[Le Clinical on, benthydrol 


"THE WM. MERRELL COMPANY 
New York . CINCINNATI St. Ontari 
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moment-to-moment contro/X PENTOTHAEL Sodium 


(Sterile Thiopental Sodium, Abbott) 


Quick response to the surgeon’s needs 
IN COMBINATION —> Reduced dosage of other agents 
Compatibility with all other agents 


Easily-controlled levels 
ALONE | -> Rapid, smooth induction 
Pleasant, swift recovery 


Where Pentoruat is used frequently, enough solution to 
last from 24 to 48 hours may be prepared with assurance 
of stability. PENTOTHAL is now available in a 5-Gm. 


multiple-dose container (250-cc. size) 


and a 10-Gm. container (500-cc. size). OSbott 
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Accuracy of the Dynograph recorder with over seven centimeters 
excursion; with a response speed of better than | /120th second. 
Accuracy of the Dynograph amplifier which practically eliminates 
blocking, gives more faithful amplification of slow transients. 
Accuracy of all power-line operation, giving improved stability, 
constancy of performance. 

Accuracy of simplified controls, preset electrode selector (four 
controls instead of forty) minimizing the chance of erroneous 
settings. 

Accuracy of precision workmanship, precision design, precision 
inspection, 


Write for complete literature. 


OFFNER ELECTRONICS INC. 
5312 N. Kedzie Ave., Chicago 25, U.S.A. 


New England Representative: Wiliam Tunnicliffe 


West Coast Representative: Roland Olander and Company 
11 Orient St., Winchester, Massachusetts 


7225 Beverly Blvd., Los Angeles 36, California 
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Announcing... 
the first real advance in 
mood-ameliorating 


drugs since 
1939: 


ORAL WYAMINE su.LrFate 


Mephentermine sulfate, Wyeth 


An important new agent to combat mild 
mental depression. 


In marked contrast to other central 
stimulants—which must be combined 
with antagonistic sedatives to avoid 
irritability Oral WYAMINE Sulfate 
elevates the mood without disturbing 
the patient or causing nervousness. 


In the therapeutic dosage range, 
WYAMINE does not produce excitation, 
post-therapy mood deterioration, or 
anorexia. Dosage is easily adjusted to 
the needs of the individual patient. 
Has no adverse effect on blood pressure. 


Scored tablets of 25 mg.; delightfully 
palatable elixir, 25 mg. per 5-cc. 
teaspoonful. 


mood amelioration without excitation 


Wyeth Philadelphia 2, Pa. 
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optimism and cooperation 


are encouraged by 


Methedrine 


Methamphetamine Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 
will be 
sent on Bottles of 100 and 1,000 
request 


‘Methedrine’ brand Methamphetamine Hydrochloride, 
5 mg., Compressed, scored 


BR purroushs Wellcome & Co. (U.S.A.) Ine. Tuckahoe 7, New York 
XII 


| 
® 
BRAND 
| 
: 


NICOZOL relieves senile psychoses and cerebral arteriosclerosis, including 


mild loss of memory, mental confusion and deterioration, and 
abnormal behavior patterns. 


Rehabilitation and release from public 
and private psychiatric institutions 

treating such disorders is possible. 

NICOZOL has been proved* safe 
and simple, as well as practical 
and inexpensive, and may be 


used with confidence to treat 
ambulatory cases. 


*Reference: Levy. S., Pharmacological Treatment of Aged Patients 


in State Mental Hospitals, J.A.M.A., 153:14, Pages 1260- 
1265, Dec. 5, 1953. 


Available in capsules and elixir - ask your pharmacist. ae 
Samples and literature will gladly be sent upon request. 
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Serpasil 
EFFECTIVE EMOTIONAL STABILIZER 
WHEN USED IN ADEQUATE DOSAGE 


IF adequate doses of Serpasil are given, many neuropsychi- 
atric patients can be emotionally stabilized, as shown in a 
recent study.! 

These doses may be considered high when compared with those 
used in the treatment of anxiety states and hypertension, but 
they are absolutely required and generally well tolerated. 


1. Noce, R. H., Williams, D. B., and Rapaport, W.: J.A.M.A. 156:821 (Oct.) 1954. 


If you do not have a dosage card, please clip out plan below. 


Serpasil 


DOSAGE PLAN FOR NEUROPSYCHIATRIC CONDITIONS 

Serpasil in doses of 2.5 to 5.0 mg. (1 to 2 ml.) is administered intra- 
muscularly, while oral medication is started at 1.0 mg. b.i.d. It may 
be necessary to repeat the injection every day or every other day 
for the first 2 or 3 weeks. After the first week, the oral dosage may 
be increased, when necessary, to three or four 1.0-mg. tablets per 
day. As a general rule, a maintenance dosage of one to two 1.0-mg. 
tablets daily is adequate after a few weeks of therapy. 


SERPASIL® Parenteral Solution (for psychiatric use only), 
(reserpine CIBA) 2.5 mg. Serpasil per ml., 2-ml. ampuls. 


Tablets, 

1.0 mg. (scored), 0.25 mg. (scored), 0.1 mg. 
A ta 
Elixir, 
SUMMIT,N.J. 0.2 mg. Serpasil per 4-ml. teaspoonful. 
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Relax 


the nervous, 


tense, 


emotionally unstable: 


& 
eC rp Ol (Pure crystalline alkaloid) 


RADEMARK FOR THE UPJOHN BRAND OF RESERPINE 


Each tablet contains: 

Reserpme .....-....0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 100 

and 500 
1.0 mg. in bottles of 100 


The Upjohn Company, Kalamazoo, Michigan 
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Approximately 50 percent of all patients taking a reserpine drug are 
plagued by unpleasant nasal congestion. But they needn’t be! 


‘Sandril’ 


. . offers gratifying relief from nasal stuffiness in 75 
percent of patients affected by this side reaction. Of 
course, ‘Sandril’ c ‘Pyronil’ continues to provide grad- 
ual and sustained reduction of blood pressure and to 
restore tranquility in anxiety states, nervousness, and 
the menopause. 


EACH TABLET CONTAINS: 0.25 mg. ‘Sandril’ (for hypotensive 
and ative effect) 


AH 7.5 mg. ‘Pyronil’ (for antihistaminic 
lly effect) 

Adult dosage ranges from 1 to 4 tablets daily. 
QUALITY / RESEARCH / INTEGRITY In bottles of 100 and 1,000. 


ELI LILLY AND COMPANY e INDIANAPOLIS 6, INDIANA, U.S.A. 
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LETTER FROM AUSTRALIA 


W. S. DAWSON, M.D., F.R.C. P., F.R. A.C. P.t 


In order to appreciate psychiatric services 
in Australia it is important to bear in mind 
that in a sea-girt continent of some 3 million 
square miles, a population of nearly 9 mil- 
lion persons is settled mainly in a 400-mile- 
deep fringe along the eastern, southeastern, 
and southwestern coasts, and that half of 
this population lives in the capital cities and 
larger towns. Sydney and Melbourne to- 
gether with nearby towns contain a popula- 
tion of over 3 millions. Each of the 6 states 
has its own Department of Mental Hygiene 
administering its institutions under Lunacy 
Laws which differ from state to state. 

Mental Hospitals—A building was as- 
signed by Governor Macquarie for the care 
of the mentally deranged in the outskirts of 
Sydney in 1811, and was thus the first 
asylum in Australia. Special hospitals were 
built later in the last century according to 
the solid prison-like patterns which were in 
favour in Great Britain at that time, but 
newer buildings and additions have been con- 
structed in a more open style, in keeping 
with modern ideas and more suited to a 
kinder, sunny climate. One or two of the 
State departments have separate hospitals for 
voluntary patients, Broughton Hall in Syd- 
ney being the first established in Australia 
(1921), and the largest, with 200 beds. A 
long-considered scheme to add a modern di- 
agnostic unit and a special section for chil- 
dren to this hospital seems nearer fulfilment 
now that lobotomies and other physical meth- 
ods of treatment call for more elaborate, 
especially neurological, methods of investi- 
gation. Some of the larger general hospitals, 
most of which have psychiatrists on their 
visiting honorary staffs, provide a few beds 
for voluntary patients. The neuropsychiatric 
pavilion at the Royal Prince Alfred Hospital, 
one floor of which is occupied by the depart- 
ment of neurosurgery with 20 beds, has 30 
beds for psychiatric cases, and was opened 
in 1938. 

Private voluntary psychiatric patients are 


1 Sometime Professor of Psychiatry in the Uni- 
versity of Sydney. 


SypNgey, AUSTRALIA 


treated in small nursing homes or in the pri- 
vate sections of the larger general hospitals. 
In Australia only a couple of hospitals cor- 
respond to the private or licensed institutions 
in England or to the sanitaria in the United 
States, authorised to take both committed 
and voluntary patients and with resident 
medical staff. 

The Commonwealth Department of Re- 
patriation cares for psychiatric casualties 
among serving personnel and veterans in its 
own general hospitals and outpatient depart- 
ments in the capital cities but committed 
cases are handed over to state mental hy- 
giene departments and are treated usually 
in a special “returned soldier” section of a 
mental hospital. 

The mental hospitals in Australia contain 
27,400 beds, staffed by 128 whole-time medi- 
cal officers and 4,600 nurses and attendants. 
Although the staff position has improved 
since 1947, it is still (especially as regards 
nurses) below the authorised establishments, 
and of course below what is generally re- 
garded as adequate. In New South Wales 
a few visiting medical practitioners relieve 
the resident psychiatrists of certain routine 
duties such as carrying out periodic physical 
examinations in the chronic sections. 

Various denominational and charitable or- 
ganisations have colonies and hostels for 
mentally backward children, alcoholics, senile 
and other special classes of psychiatric cases 
which do not come within the ambit of the 
State departments for mental hygiene. Satis- 
factory, and one might even add, humane 
provision for aging mental patients is a seri- 
ous problem in Australia as elsewhere. The 
numbers of patients over 60 admitted to 
mental hospitals have increased greatly dur- 
ing recent years. 

Psychiatry and Medical Training.—There 
are medical schools in 4 of Australia’s 10 
universities. A faculty of medicine was es- 
tablished in Melbourne in 1862, in Sydney 
in 1883, in Adelaide in 1885, and in the Uni- 
versity of Queensland in 1936. 

A lecturer in psychiatry was appointed 
first of all in Sydney in 1886. Medical stu- 
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dents are required to attend lectures in psy- 
chology and psychiatry (25 in Sydney) and 
also demonstrations and outpatient services. 
Not all the universities require the student 
to sit for a written paper in psychiatry but 
at least some form of oral examination is 
held. While the requirements are considera- 
bly below those of many medical schools 
in the United States, they are equal to those 
of the majority of British universities. Most 
of the clinical teaching in psychiatry is car- 
ried out by psychiatrists attending the larger 
general hospitals in an honorary capacity. 
Australia has not as yet a comprehensive 
national health scheme on the lines of the 
British system, with payment for services to 
public hospitals. The general hospitals of 
Australia containing a total of some 45,500 
beds and cots are attended by 4,400 honorary 
and 1,500 salaried medical officers, the latter 
number including the interns. 

A Chair of Psychiatry, established in 1922 
in Sydney, became vacant in 1951 and the 
only other Chair, in the University of 
Queensland, has certain research but no 
teaching obligations and like the Sydney 
Chair is not a whole-time position. 

Postgraduate education in psychiatry is 
offered to general practitioners by means of 
special lectures and clinical work, and special 
courses are provided for medical graduates 
who wish to obtain the Diploma in Psy- 
chiatry of Sydney (established in 1922), 
Melbourne, or Queensland. The courses ex- 
tend over 2 years, the first being devoted 
to psychology, neurophysiology and neuro- 
anatomy, and endocrinology ; the second cov- 
ering clinical neurology and psychiatry. Most 
of the candidates have had at least 2 years of 
experience in a mental hospital, following 
hospital appointments and practice in gen- 
eral medicine and surgery, before proceeding 
to study for the Diploma. In Sydney 3 can- 
didates obtain the Diploma each year and 
about the same number in Melbourne and 
Queensland. 

Professional Associations—The New 
South Wales Branch of the British Medical 
Association, through its special section of 
neurology, psychiatry and neurosurgery has, 
since 1920, provided the means for the pres- 
entation of papers and for discussions on 
psychiatry and allied topics. The section 
holds about a dozen meetings a year in Syd- 


ney. Psychiatrists in Melbourne were largely 
responsible for founding the Australasian 
Association of Psychiatrists in 1946, which 
now has about 80 members ? (including 2 in 
New Zealand) all of whom are wholly en- 
gaged in the practice of psychiatry. Mem- 
bers of the association, who must have a 
diploma or other postgraduate qualification, 
are about equally divided amongst psychia- 
trists engaged in private practice and those 
employed by state departments. The mem- 
bers in the various States hold branch meet- 
ings and a general meeting of the Associa- 
tion is held in rotation in the various capital 
cities. In addition to scientific discussion, 
pronouncements have been made by the 
Council of the Association on matters of gen- 
eral policy concerning psychiatry and its 
relation to the community and social prob- 
lems. Reports of the Association’s pro- 
ceedings and some of the papers which have 
been read are published in the Medical 
Journal of Australia and a news-bulletin is 
circulated amongst the members. There does 
not appear to be any near prospect that the 
Association will be able to support a journal 
of its own. 

The Sydney Institute for Psychoanalysis 
was founded in 1951 and is affiliated with 
the London Institute. There are 3 fully 
trained medical psychoanalysts in Sydney 
and 2 candidates in training. Melbourne has 
an Institute for Psychotherapy which is less 
exclusively Freudian than the Sydney Insti- 
tute. Although, as elsewhere, much of the 
Freudian and other psychoanalytical theories 
have been incorporated into current teaching 
in psychology and psychiatry it cannot be 
said that psychoanalysis has earned much of 
a place as a method of treatment. There is 
also an Australian Society of Psychoanalysts 
which is a branch of the British Psycho- 
Analytical Society. 

Mental Hygiene —Councils for mental hy- 
giene have been in existence in New South 
Wales and Victoria for over a quarter of a 
century, and are now affiliated with the 
World Federation for Mental Health. Con- 
ferences are arranged from time to time on 
social aspects of psychiatry but it can hardly 
be claimed that our Councils have attained 

2 Since this paper was written (May 1954), the 
membership of the Australasian Association of Psy- 


ciatrists has increased to 104 Ordinary and 52 
Associate Members. 
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a position of authority in the community. An 
International Seminar on Mental Health in 
Children, sponsored by the Commonwealth 
Institute of Child Health, was held in Syd- 
ney in August 1953 and was attended by 
representatives from many Pacific countries. 
It would be shortsighted to disregard the 
number and variety of governmental meas- 
ures designed with a view to social better- 
ment such as Child Welfare Acts, maternal 
benefits, family endowments, and the like, 
which owe nothing to recommendations by 
psychiatrists. Too often in mental hygiene 
programmes there has been a tendency to be 
preoccupied with psychological patchwork 
rather than with the correction of more basic 
causes of mental ills, by promoting, for ex- 
ample, sound bodily health of mother and 
child and adequate living standards. Hous- 
ing programmes are properly high on the 
list of governmental activities. Fortunately 
Australia continues to be blessed with full 
employment, but with a 40-hour week, need 
for education in the wise use of leisure is 
becoming apparent in some quarters. Nor 
should one overlook the efforts of social 
workers, almoners, occupational, physical 
and speech therapists, who have had courses 
of psychology and psychiatry in their train- 
ing. The clergy too are appreciating the 
value of psychology in their pastoral work. 
Marriage counseling is making steady prog- 
ress. Alcoholics Anonymous have branches 
in country centres as well as in the cities. 
The Spastic Centre and the Subnormal Chil- 
dren’s Welfare Association in New South 
Wales are 2 outstanding examples of private 
enterprise and self-help. The activities of 
the State departments of mental hygiene are 
still restricted to custodial care and treatment. 

Racial problems are limited by the “White 
Australia” policy. Chinese in Australia are 
the descendants of immigrants during the 
gold-rush periods of the last century and are 
well assimilated. That serious crimes and 
other maladjustments occur amongst the 
800,000 Europeans who have arrived during 
the recent years is not surprising having re- 
gard to the noxious influences to which many 
have been subjected in their formative years. 
There are some 46,000 full-blooded Aborigi- 
nals living mostly in the sparsely settled sub- 
tropical zone, and another 74,000 half-castes 
congregated near country towns. The rela- 


tionship of these coloured people to white 
Australians still awaits a satisfactory solution. 

Treatment and Research.—The limited 
number of salaried psychiatrists in the state 
departments is in part responsible for the 
slender output of original work in psychia- 
try. Graduates who obtain Fellowships and 
research grants prefer to work in other fields 
of medical practice. At the same time, the 
discovery by the Sydney ophthalmologist, 
Sir Norman Gregg, of the relationship be- 
tween maternal rubella and certain develop- 
mental defects came from a trained mind 
and careful observation rather than from an 
elaborate research organisation. Dr. C. R. D. 
Brothers has investigated pockets of psy- 
chopathy in isolated districts in Tasmania. 
The lithium treatment of states of excite- 
ment introduced by Dr. J. F. Cade of Vic- 
toria in 1949 deserves special mention. Doses 
up to 10 grains of lithium citrate or carbon- 
ate are given thrice daily with satisfactory 
results in many cases of prolonged excite- 
ment, but as the compound may have to be 
given for a lengthy period toxic develop- 
ments are not infrequent and death has oc- 
curred even after administration had been 
discontinued for some weeks. Many more 
leucotomies have been performed privately 
than on patients in state hospitals and in- 
deed an enabling Act authorising this treat- 
ment in the mental hospitals of the New 
South Wales Department of Mental Hy- 
giene came into force only in 1953. The 
physical treatments tend to follow well-es- 
tablished techniques, newer methods being 
adopted only after critical consideration of 
results obtained overseas. 

Australia is still a young country, the 
white man has been established here a bare 
170 years, and the development of physical 
resources, specially now water conservation 
and minerals, makes the strongest claim on 
financial and intellectual resources. It is 
not yet possible to speak of any distinctive 
school of psychiatry, the practice of which 
is sound and conservative rather than enter- 
prising or experimental. 

We are relatively free from cults and 
esoteric disciplines, maybe because our popu- 
lation is small and, except for 2 large cities, 
scattered, and also because we remain a 
fairly homogeneous society with strong Brit- 
ish traditions. 
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THE ORIGIN OF HUMAN MOVEMENT * 
TEMPLE FAY, M.D., Pa. 


I 


The problem of human paralysis with its 
organic and psychiatric aspects is basically 
dependent upon the origin, purpose, and 
function of the component factors which 
have given rise to the human motor expres- 
sive system in terms of nervous elements, 
muscles, and bony skeleton of the vertebrate 
types. 

In order to understand the problems of 
paralysis as it presents itself to the modern 
clincian for diagnosis and appropriate ther- 
apy, the origin and evolution of human 
movement from the primitive past must be 
clearly grasped so as to evaluate and reha- 
bilitate its present functional activity. 

The studies required to trace the “origin 
of human movement” lead back through the 
order of primates, where man holds his pre- 
eminent place, to the phylum of vertebrates 
from which our type of structure has 
emerged. The piecing together of the frag- 
ments of evidence from surviving types of 
vertebrates, along with the fossil forms that 
have been assembled, now begins to clarify 
a dim and indistinct common origin and se- 
quence of expressive manifestations in lower 
forms of life, which preceded our human 
patterns of response. 

From slow motion film analysis of char- 
acteristic “patterns of movement” in the 
newborn human infant comparing them with 
types of vertebrates (shark), on through the 
amphibian elaboration with its budding ap- 
pendages and 2-dimensional projectional 
type of propulsion, to the 3-dimensional pat- 
terns of off-the-ground modification in the 
land reptile, one can discern a common pat- 
tern of power application which man himself 
has inherited along with the bone and nerv- 
ous system characteristics. 

That structure and elaboration has varied 
and evolved externally and function has be- 
come more smooth and coordinated, is but 
the story of the automobile, truck, plane, and 


1 Presented before the Fourth Annual Institute 
in Psychiatry and Neurology, V. A. Hospital, 
Lyons, N. J., April 21, 1954. 
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motor boat of modern times. Dissimilar in 
appearance and adaptability to their purpose 
they, nevertheless, have emerged around the 
common core of the creation of the internal 
combustion engine, which proved to be an 
efficient and labile device of power applica- 
tion to the needs of a modern world of trans- 
portation and unit movement. 

The elaboration of man’s most dignified 
state of upright (antigravity) method of pro- 
gression, known as walking, is the result of 
an uninterrupted process of evolution, cover- 
ing a period of more than 350 million years. 
At first glance similarity of structure and 
even of movement, is not always apparent, 
when comparing the shark, as one of the 
highest forms of fish, with those of the later 
types of vertebrates that learned to live, 
breathe, and move about the surface of the 
earth. One of the salient features, however, 
which characteristically persists throughout 
this vast period of time is the bony structure 
of the fins, as they became modified into 
webbed feet and later to the various bony 
arrangements found in the surviving verte- 
brates today. These bony structures sup- 
ported the trunk and body and were used as 
projectional mechanisms through the muscu- 
lar structure that formed about the verte- 
brate cage. 

This purpose must never be forgotten in 
the motivation and rehabilitation of the pa- 
tient even though the upper extremities now 
hang from the shoulders and serve to de- 
velop the skills of man. 

Geology and anthopology, especially the 
unique sequence collection found in the 
British Museum, have filled in the gaps of 
appendage function that now may be iden- 
tified, step by step, in the similarity and de- 
velopment of the bony pattern familiar to 
the human being and the age-old function 
that was served before the primates de- 
veloped freedom of use of the hands and 
fingers, an opposable thumb (Tarsoid type), 
and full convergence of the eyes to permit 
3-dimensional stereoscopic vision. 

The key to the entire evolutionary se- 
quence lies in the comparative anatomy of 
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the vertebrate nervous system, and its few 
modifications of detail and arrangement in 
the ages from fish to man. Here there 
is no “missing link,’ no incongruity of 
external appearance, no dissimilarity in ap- 
pendage, skin, scale, hair, or feathers, The 
nervous system pattern with its 12 cranial 
nerves in the fish and amphibian is but a 
simplified model of our own, and reveals that 
elaboration of existing structure followed the 
potentials of expressive adaptation. The 12 
pairs of cranial nerves have persisted in 
unique function throughout this enormous 
stretch of time. Their function has been 
scarcely altered since they dominated the 
waters in the cyclostomes and fish before the 
higher types of vertebrates emerged. 

The importance of these individual pairs 
of cranial nerves has increased and dimin- 
ished in combinations of dominant perceptive 
and expressive function from era to era, and 
from species to species; but the first pair 
have always concerned themselves with smell 
and psycho-emotional reactions dependent 
upon odors, integrated with the awareness of 
food, friends, and foe. 

The 2nd pair have concerned themselves 
with light, vision, and the perception of 
object awareness, with the combined con- 
cept of values which the revealed environ- 
ment instilled upon their sensitive nervous 
structure. Thus the concept and identifica- 
tion of a flower is both color and fragrance 
without the addition of other sensory disci- 
plines. A bird concept combines both vision 
and sound. Later the 5th and oth nerves with 
the aid of the 7th and 1oth may serve to 
please the palate and the gastronomics of 
the gourmet. 

The original purpose and design was to 
survive, reproduce, and conquer the environ- 
ment which acted upon the mobile unit struc- 
ture. The light perceptive values of the eyes 
became intimately integrated with the need 
for adjustment and focus, to better serve 
their visual protective exploratory function. 
Perhaps the least important of their pres- 
ently considered value was that of detailed 
object awareness. The sensitivity to light as 
an adjunct of the sun and stars, and its dif- 
ferentiation from darkness with its uncer- 
tainty as to warned approach of impending 
catastrophe, was more important in a neuro- 


muscular integration of defense, than one of 
appreciation of reading and the comparative 
values of detail. 

The 3rd, 4th, and 6th nerves which com- 
mand the movement of the orbital structures, 
to the benefit of the host in selecting the 
fields of vision, play an enormous part in the 
emergence of concept awareness which strati- 
fies the psychic foundation and forms the 
greatest cornerstone for the knowledge and 
conditioning, both inherited and acquired, 
that we designate as “instinct” and “intelli- 
gence.” Important as the 3rd nerve has be- 
come in the routine fixation of orbital ac- 
tivity, and the function of fusion and focus, 
nevertheless, the 6th, or external rectus, be- 
came the guiding master of movement when 
correlation beyond the axis of structure was 
required. 

The 6th nerve, the longest in the human 
cranial system, the most caudal in its nu- 
clear position, and the most intimately con- 
nected through the reticular sub-aqueduct 
structure with trunk-extremity, has varied 
least in its long role of protective adjustment 
of ocular function. In the tonic-neck-reflex 
we may still observe the automatic eye-head- 
trunk-tail sequence long before the extremi- 
ties appeared. When higher levels are with- 
drawn as in decerebrate rigidity or the 
advent of a “fit,” this eye-head-neck pattern 
appears to conform to the coordination of its 
original level of functional response. 

The curious arrangement and distribution 
of the 4th nerve still remains obscure as 
to its purpose and apparent selective func- 
tion in assignment to the superior oblique 
muscle. The rotary effect of its control may 
well have served as a diverting influence for 
upward gaze, perhaps commanding the con- 
templative period of emerging types, when 
the aquatic forms of life turned their eyes 
upward through a thin film of water surface 
to contemplate the semi-solid and earthy 
world that lay beyond. 

The primitive marginal vegetation and the 
lure of food, or a chance to escape the 
swarms of predatory types that infested the 
seas of that era, could well have motivated 
the specialization of the fins and gills of 
those crude forms that could better survive 
beyond the water to reproduce and elaborate 
their kind. 
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This “prenatal” period marked the dawn 
of delivery from the surrounding waters to 
the air-breathing lung-fish and amphibians 
that eventually were to follow. A similar 
event, in a matter of hours or minutes, re- 
hearses the evolutionary drama of 100 mil- 
lion years, as each human infant is born to 
try the first breath of life in a dry and solid 
world. 

The sth or trigeminal nerve has persisted 
dominant in its perceptive surface adjust- 
ments about the oral structures, and with its 
intimate evaluation and proprioceptive re- 
sponses to material engaged by the lips, jaws, 
and mouth (for purposes of evaluation and 
consumption of food) and for aggressive 
fighting, protection, and the participation in 
breathing. This large cranial nerve grouping 
has its roots in the nervous structures ex- 
tending from the mid-pons to the 2nd cervi- 
cal spinal segment, where it is intimately re- 
lated with both higher and lower levels of 
reactive function. 

The 7th nerve which we identify with fa- 
cial movements, closure of the eyes and many 
modern facilities of expression, served a pri- 
mary function of manipulation of the mouth 
as a participant in the acts of modifying the 
size of the oral cavity, sucking, aiding, and 
initiating the integrated mechanism of 
deglutition. 

In the 8th nerve (the tympanic membrane 
of the fish), with its simplified detection of 
auditory vibrations in water and a simplified 
vestibular component, has undergone a re- 
markable improvement and evolution in 
structural adaptation required for the change 
of environment between water and air in the 
higher forms of life that followed. 

The oth, roth, and 12th nerves subserve 
their same primitive purposes and even in 
man are concerned with the sense of taste, 
and the presentation of food to the lower gut 
tract, the regulation of visceral structures, 
and the movement of the tongue, respectively. 

Aside from the lateral line organ, which 
was intimately associated with the primitive 
facial nerve (7th) anc a more detailed elabo- 
ration of vestibular cerebellar component, 
there has remained but one further important 
addition to the cranial nerve system other 
than the vast elaboration of patterns upon 
the primitive elements underlying our human 


structure. This addition concerns the impor- 
tance of stereoscopic vision and the conver- 
gence of the eyes. This phenomena did not 
arise to its full and functional activity until 
the primate emerged scarcely 1 million years 
ago, giving rise to a specialized nucleus of 
the 3rd nerve devoted to the convergence of 
the eyes, known as the Nucleus of Perla. 

The spinal cord with its sensory motor 
segmental arc arrangement has altered little 
in primitive plan, except to elaborate and in- 
tegrate levels of activity for special coordi- 
nate function. Around the central reticular 
core, fibers, tracts, and connections were 
elaborated as requirements demanded better 
and more skilled service between stations and 
relays for the function of the whole. 

The sensory and motor roots and pairs in 
segments throughout the elongated spinal 
cord have changed in number and concen- 
trated in extremity function such as the sa- 
cral and cervical levels along with confluence 
in the case of the 11th or spinal accessory 
nerve, merging the rostral cranial group. 

Here again the basic pattern of anterior 
and posterior roots, grey and white matter, 
and detailed elaboration of the central reticu- 
lar substance has, from an over-all stand- 
point, shown little deviation from its original 
concept. It is true that the crossed pyramidal 
system did not appear until the amphibian 
level to dominate coordinated higher level 
expression of the contralateral extremities, 
and that the posterior columns did not arise 
until “off the ground” forms of reptilian 
structure required elaborate proprioceptive 
influences from joints, muscles, and postural 
sense, awareness of skin contact and environ- 
mental adjustment, which never were re- 
quired by the water surfaces surrounding 
earlier types where application of extremity 
power of propulsion was universally con- 
fined to a liquid media. 

With this simple beginning, elaborate as it 
was, even at the fish level, like a game of 
chess with given units and endless variety of 
potential combinations, an expressive mani- 
festation of particular skills became possible 
and in certain instances represented such 
“reflex” values, in terms of existing environ- 
ment and competitive life, which have still 
persisted as dominant and characteristic 
“patterns of movement” throughout what is 
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known as the “age of amphibia,” the “age 
of reptiles,” the “age of mammals,” and 
down to the present so-called “age of man.” 

In the myriad patterns that arose and dis- 
appeared, the briefly dominant superior com- 
binations that failed, the common and per- 
sistent well adjusted and prevailing “types 
of pattern of movements” which can be iden- 
tified clinically as well as geologically, ex- 
tending into a supremacy state over previous 
types, so as to be indelibly ingrained in the 
nervous system for more than 100 million 
years in each instance, we may find our 
“normal” and “pathological” reflexes as hold- 
overs of an ancient past. 

The forms and structures which persist to- 
day, including man, obviously represent those 
types that have survived to reproduce, carry- 
ing with them from inherent levels of emer- 
gence, coordinated nervous structures en- 
dowed with a solution of their particular 
environment. They learned to adapt them- 
selves and solved the issue of type survival to 
pass on in endless form the trials and errors 
of relentless progression. 

As to the moment of “mutation,” varia- 
tion, and structural adaptation from level to 
level, or type to type, the vertebrate sequence 
learned to adjust itself to factors of a vol- 
canic world, favorable vegetational facilities 
for food, and gas mixtures of oxygen and 
carbon dioxide in water, and in air, at tem- 
perature relationships which varied widely 
from age to age, as well as other influences 
that ebbed and flowed with the stupendous 
time scale involved. 

The environmental surroundings from age 
to age were often calm or chaotic and 
scarcely comparable to those that we know 
today. Thus, the beating of physical environ- 
ment upon the neurosensitive shell, respond- 
ing with an ever-enlarging motor adaptation 
to the requirements of survival and conquest 
of its immediate surroundings, played no 
less a part than the favorable selection of 
structural arrangement, which could best 
cope with the changing ages and the destruc- 
tive forces that are so mutely written in the 
strata of the earth’s crust and the pulverized 
remains of glacial forces and pressures ex- 
tending over these vast periods of time. 

Thus it is that we, at the human level, 
inherited a vertebrate nervous structure, 


around which has been evolving various 
combinations of projectional motor adjuncts 
now known as extremities, the original pur- 
pose of which was to propel the head-trunk- 
visceral sac in a forward or desired direction. 

With these fundamental sequences came a 
purpose for each mobility of head-trunk 
structure activated by a universally common 
nervous system pattern responsible for motor 
expression from fins to fingers. We must 
bear in mind the important concept that this 
vertebrate structure arose in a belly-down 
position, moving horizontally for the most 
part and only acquired an “off-the-ground 
state” in its later manifestations. The dig- 
nity of man is expressed in upright walking 
with freedom of the arms and hands from 
weight-bearing service, irrespective of the 
fact that he prefers to lie upon the back or 
fold his hands in a sitting position. This 
highest form of motor expression must be 
treated as it arose in posture and in purpose, 
not as we may today feel convenient and 
comfortable. 

The allusion to this primitive or horizontal 
state of progression is abhorrent psycholog- 
ically and emotionally. This fact cannot be 
overestimated. To be “down” or “knocked 
flat” must be considered as a posture of 
humiliating indignity. Self-ego feeds upon 
the privileges and superiorities of those most 
recent acquisitions, because of which man is 
the new and proud owner of a popular model 
of mobility and superior activity and be- 
lieves he may be forgiven for his intolerance 
and tendency to pity his less fortunate rela- 
tives of the vertebrate family, who did not 
fare as well in the course of time, nor ac- 
quire the skills of his individually unique 
accomplishments. 


II 


With this planetary glance at the primitive 
past we may now interpret with a fair degree 
of tolerance, the basis for certain “patterns 
of movement” which aid in rehabilitation of 
patients after higher cortical controls have 
been lost. The ease with which these ancient 
reflexes and semiautomatic responses and 
patterns of movement may be obtained in the 
spastic types of paralysis, the intrinsic exer- 
cise they afford to the voluntarily paralyzed 
muscle groups and the subtle satisfaction 
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they provoke in the human victim, when 
power and movement seem to reappear in an 
otherwise useless part, have now established 
their place in physical medicine and neuro- 
muscular therapy. The psychological effect 
upon the handicapped patient cannot even be 
estimated as he so frequently again “cap- 
tures control” in part, or substitute act in a 
formerly frozen fist or arm, leg or foot. The 
patterns of the past lie far below the cortex 
and, when this higher level is afflicted, may 
emerge through proper reflex stimulation to 
give the crude elements of movement and of 
power that prevailed before the cerebral 
hemispheres developed. 

The newborn infant, when analyzed on the 
abdomen in shallow water and the move- 
ments compared with the characteristics of 
early types, such as the amphibian or reptile, 
shows the beautiful coordination and con- 
trols of types that were active in this original 
belly-down life expression long before man 
emerged. 

Here we find the superiority of man in his 
self-styled supremacy merely a replica of cer- 
tain simple fundamental “patterns of move- 
ment” designed for the purposes of projec- 
tion of the head and trunk, before he acquires 
during childhood (within the first 12-14 
months), an upright unaided expressive state 
of antigravity progression. This simple phase 
from birth to walking covers an evolutionary 
period of 200 million years. As the first 
breath of air marks the greatest moment of 
every human life, and the celebration of his 
birthday throughout his survival, so it is the 
first step in upright walking marks him as 
superior to all preceding vertebrates and pre- 
vailing types today. The motivation in reha- 
bilitation lies in the recognition of these 
primitive ego satisfactions and should be fo- 
calized as the motivating purpose of rehabili- 
tation therapy, not the glamor of a future 
job, or acquisitive hoarding of an elusive 
dollar. 

If we are to deal with the motor mecha- 
nisms involved in paralysis and the psycho- 
motor mechanisms related to their purposes, 
as well as the so-called mental attitudes in- 
herent with the loss of this supreme acquisi- 
tion, we must see that human movement has 
emerged, along with its meaningful psycho- 
motor component from a grim and dynamic 


past and that we cannot consider any suc- 
cessful therapy which treats one without con- 
sideration of the other. 

Here in a common purpose, for basic indi- 
vidual survival and mobility, lies the chal- 
lenge of rehabilitation, to supply or satisfy, 
replace or substitute imitative structure or 
satisfactory simple basic motor performance, 
along with assurance to the individual that 
the substitution replacement or agent of re- 
maining expression may be associated with 
the psychodynamic pleasures, existing in 
power performance, and purposeful objec- 
tive at a primitive level, even if the higher 
skills of man cannot always be restored. 

It is here that we may now survey the “re- 
flex” activities which we find normally and 
pathologically in the human being and can 
now be used to his benefit when certain 
higher levels are lost by “stroke,” hemor- 
rhage, disease, or accident to the surface 
brain levels. 

These so-called “normal reflexes,” as they 
appear in individuals wihout pathology, may 
be considered as the scattered fragments of 
“patterns of movements” once impressed 
upon a sensitive nervous system for the pur- 
poses of defense, now obsolete and outworn, 
nevertheless appearing at an automatic and 
semiautomatic lower level of nervous system 
response, when certain sensory perceptive 
and peripheral stimuli and postures are as- 
sumed, or simulating the many activities that 
the patterns of response originally sought to 
serve. 

We may now take those dominant and 
controlling reflex responses which have sur- 
vived the ages of evolution and elicit them by 
proper methods of superficial deep and pos- 
tural stimuli. We shall also find that there 
are certain dominant sequences in these in- 
herent reflexes that begin to automatically 
formulate “patterns” and “types of response” 
in muscle groups, similar to the earlier forms 
of movement in vertebrate life. 

It is important to recognize the tonic-neck- 
reflex, inherited from the fish level of the 
vertebrate elaboration, consists of the turn- 
ing of the eyes and head in a definite direc- 
tion, which influences and activates certain 
upper- and lower-extremity responses. The 
reflex itself (known as the tonic-neck-re- 
flex) may have little purpose or significance, 
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if obtained in the conventional manner, with 
the patient lying on the back. The best ex- 
amples of this pure reflex response is to be 
found in the “decerebrate types” of human 
beings in whom, when the occiput is turned, 
there follows a coordinated response of both 
extremities on one side, that is, the arm and 
leg may be lifted in an extended position 
(homolateral response) as the occiput rotates 
away from the responding side. 

If, however, this phenomenon is observed, 
in the decerebrate types, with the patient face 
down and on the abdomen, relating the 
movement of the head to the oral cavity, it 
will be found that as the oral cavity turns 
toward the side, there is a lateral movement 
of the eyes and an extensor movement of 
both extremities on the same side. The thumb 
advancing towards the oral cavity, as the 
lower extremity also advances on the same 
side (homolateral amphibian pattern) to 
which the head and eyes are turned. This 
phenomenon may be repeatedly produced by 
turning the oral structure from side to side, 
which then evokes an alternate homolateral 
response, and the decerebrate human being 
begins to initiate automatic crawling move- 
ments similar to that seen in the salamander. 

The spontaneous turning of the head and 
eyes with elevation of an upper extremity is 
often noted in convulsive seizures, as a pre- 
liminary phase to the onset of repetitive 
movement, known as the “clonic state” (ho- 
mologous release). 

This head and eye movement is character- 
istic of the fish and dominates control of the 
trunkal undulation involving the attached 
upper and lower fin paddles (extremities) 
in such a way that there follows a certain 
sequence of events. The eyes turn, the head 
is laterally rotated and, in the vertebrate 
forms, there is a trunkal movement that pro- 
gresses, from neck to tail, in time and se- 
quence like the undulations of the eel. This 
flow of power in higher types precedes the 
movement of the shoulders, arm, and fore- 
arm. The trunk movement continues to the 
lower extremities in an undulating fashion 
and is segmentally accompanied by a sup- 
porting movement of the extremity on the 
same side. Differentation of lateralized com- 
bined or homolateral movement arose with 
the advent of the pyramidal system, identi- 


fied in ambloblastoma (by Coghill) as at the 
amphibian level. 

The eye-neck turning, releases a homolat- 
eral movement of the extremities so that the 
shoulder, arm, forearm, with the trunkal un- 
dulation coordinates the propulsive power of 
the lower extremity as seen in the sala- 
mander, particularly. 

Such homolateral movements are charac- 
teristic of the amphibian state, along with one 
other persistent type, known as homologous 
movements, which involves the use of both 
upper extremities simultaneously, and both 
lower extremities likewise, at their respective 
cord levels. 

When this movement is integrated, it 
gives the hopping effect noted in the frog, 
and, in its more modernized form, in the 
galloping of a horse, the loping of a dog, 
jumping in the squirrel or rabbit, of the 
mammal species, and can easily be identified 
in almost pure form in the newborn infant 
or later with certain leaping and bounding 
movements in man, when great power and 
primitive strength and speed is required 
within mechanism of flight or fear (“jumped 
with fright,” “leaped at his opponent’”’). 

Using the neck reflex as a timing guide, 
by turning the head to the side with the ho- 
molateral extremities advanced so that the 
thumb approximates the mouth, the cerebral 
Spastic patient in the prone position, a series 
of movements may be initiated by passively 
moving the parts on the advanced side, 
downward and backward as the head turns 
away to meet the advancing pair of extremi- 
ties on the opposite side. 

By alternating these patterns as the head 
is turned in proper time, an amphibian crawl- 
ing type of movement can be induced and 
conditioned with or without the patient’s aid, 
if the pathology is one primarily of spastic 
nature and the lesion lies above the thalamic 
level involving chiefly the pyramidal motor 
system. 

The continued practice of this pattern 
leads spontaneously in most cases to the next 
higher type of movement found character- 
istically in the reptile (turtle). Here the 
position of the patient and the sequence of 
the head and upper extremity movement is 
the same, but instead of the lower homo- 

lateral extremity advancing and extending 


f 
3 Nie 
‘ 
i 
fe 
‘ 


650 


THE ORIGIN OF HUMAN MOVEMENT 


[ Mar. 


on the same side, the contralateral member 
does so instead. This is known as the 
“crossed diagonal pattern” and is best ob- 
served in the turtle as the highest form of 
reptile in existence today. 

This crossed diagonal sequence is found in 
most walks ~r trots of mammals and is pres- 
ent in man as “associated movements” of 
the arms, when they swing freely and nor- 
mally in walking or marching, contralateral 
to the advancing foot. 

This is the typical free “sailor’s gait” 
which characterizes walking not as “stilted 
progression” of the feet, but a coordinated 
symphony of shoulders, arms, and body as 
well. 

To fix the upper extremities by crutches, 
bars, or objects to grasp is to defeat the se- 
quence, that in the horizontal manifestaticn 
leads to crawling and eventually to proper 
body balance by the arms and head when up- 
right progression is attempted. Thus we may 
learn from the acrobat and toe dancer the 
great assistance of upper body structures in 
the establishment of antigravity and balance 
coordination and should apply these to the 
problems of rehabilitation where crude bal- 
ance ambulation can be obtained even if the 
skills and coordination of human modifica- 
tions cannot. Support of the patient by a 
ring (fixed to a firm vest) situated over the 
upper thoracic spine attached by pulley to an 
overhead bar offers free use of head-neck 
and upper extremities in the proper practice 
of walking patterns. 

The normal human “reflexes” are those 
that are retained in spite of, or without con- 
trol of higher motor centers as we find them 
in the adult state today. The so-called “‘patho- 
logical reflexes” are those which emerge and 
can be obtained, when higher cortical centers 
have lost control or have been interfered 
with. Their functional alteration represents 
primitive responses that have developed in 
early vertebrates and are integrated in the 
human pattern of expressive movement, even 
though of no current value in the activities 
of man today. 

Slow motion film studies of free swimming 
movments in the amphibia and reptiles indi- 
cate that some of these “patterns of move- 
ment” are closely reproduced in the newborn 
human infant. The sign of Babinski, which 


is normal in every newborn child, disappears 
or is controlled when the higher motor levels 
of specialized function have taken over in the 
performance of upright walking, as in man. 
Certain other “reflex” manifestations, which 
are almost at an automatic level of response, 
and obviously without higher cortical con- 
trols, appear in the form of the Hoffman, 
Marie-Foix, clonus, etc. 

The human infant, when placed on the 
abdomen in shallow water, will display 
within the first 9 days of life, remarkable 
repetition of amphibian movements, especially 
those of the “homologous type,” that is, us- 
ing both upper extremities at one time, and 
both lower extremities together in a hopping- 
kicking-swimming form of activity. Within 
the 9-day period there usually appears a ho- 
molateral type ~. movement, in which the 
head is slightly turned toward the side, as the 
arm and leg are elevated to produce the first 
crawling type of pattern so familiar in the 
salamander. 

In these expressions of projectional ac- 
tivity and propulsion it will be noted that 
the lower extremities serve the function of 
projecting the head and trunk forward in the 
desired direction. The upper extremities are 
used for steering, guiding, feeding, and other 
miscellaneous exploratory activities which do 
not have the same amount of refiex and auto- 
matic stereotyped pattern that is found in the 
lower extremities. This has given rise to the 
feeling that in the sacral cord there is a more 
highly integrated grouping of proprioceptive 
and motor expressive responses, and some 
have referred to this area as the “caudal 
brain.” 

In the paraplegic these movements may be 
identified as jerking, withdrawal movements 
or “reactions of defense.” They are easily 
elicited by the Marie-Foix reflex, or by 
stimulation of the plantar surface of the foot, 
using a strong stimulant such as scratch, 
plus deep pressure, so that eventually the 
entire “withdrawal reflex” may ensue, fol- 
lowing a mild superficial activation of the 
Babinski response. 

It is now obvious that the Babinski sign 
is related to the orientation of the webbed 
footed extremity, when it contacts a solid 
surface (in the frog). The toes are spread 
in order to give this type of amphibian more 
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application of surface for the power projec- 
tion feature which will follow. The Marie- 
Foix withdrawal manifestation is part of the 
preparation for the next projection effort, 
and is obtained by acute flexion of the tarsal- 
metatarsal joint arising in the terminal phase 
of the propulsion effort. The widespread 
webbed foot closing down to a collapsed 
structure, and then, with acute flexion of the 
toes or distal extremity to a certain point, 
there is induced a reflex of the legs flexing 
acutely (withdrawal state) in which the part 
is placed in a favorable position for the ini- 
tiating of the next propulsive act. This se- 
quence can be easily obtained by utilizing 
the proper reflex mechanisms, and exists 
entirely independent of higher cortical levels 
as observed in paraplegics with transection 
of the cord above the roth thoracic level. 

Repeating the Marie-Foix procedure 30- 
50 times relaxes the adductors and reduces 
spasticity so that physical therapy and train- 
ing efforts may be more easily accomplished. 

The spastic hand can be easily “unlocked” 
by placing it palm up over the buttocks (pa- 
tient on the abdomen) when the head is 
turned away from the side involved. 

If in this position the thumb is moved over 
to the opposable position (metacarpal joint) 
the fingers may be easily opened. The proba- 
ble explanation lies in the postural sequence 
as this phase is the termination of the upper 
extremity cycle of power projectional flow 
and the hand and fingers (fins) are in a 
“neutral” or “dead center” state between the 
flexion power thrust just completed and the 
next phase of retrieving the part (extensor 
tone) for the next projection sequence. 

Tight flexion (spastic) of the forearm 
yields to lifting the elbow to the shoulder 
level and rotating the humerus 30°. The arm 
may then be easily straightened by drawing 
it downward and backward. These are known 
as “unlocking reflexes” and can be traced to 
early “patterns of movement” with their 
automatic postural adjustments. 

Many more well-known reflex responses 
may be found and actively used to exercise 
muscles by intrinsic mechanisms (patellar, 
Hoffman, Babinski, and clonus) or develop 
conditioned responses in the patient (Marie- 
Foix, Rossolimo, etc.) to be later used if 
captured and controlled to aid in feeding, 


self-care, walking, or vocational rehabilita- 
tion as may be eventually determined. 

Time does not permit the many aspects of 
the problem which the past 12 years of study 
have disclosed, such as “unlocking reflexes,” 
“captured reflex function,” training of the 
spastic hemiplegic to utilize a formerly use- 
less hand, if the slightest finger movement is 
retained, or the clinical difference in re- 
quired therapy between a frontal lobe type 
of spastic motor handicap and the parietal 
(sensory) kind, which, although each pre- 
sents a useless part, each has its almost dia- 
metrically opposite but specific physical and 
occupational therapy program. 

In the spastic paraplegic, the sacral cord 
or so-called “caudal brain” can be partially 
subdued by peripheral reflexes such as the 
Marie-Foix, Babinski, Pussepp’s, and other 
so-called pathological responses that com- 
prise the reflexes of defense in man, but are 
merely released amphibian patterns of auto- 
matic swimming in the frog. This caudal 
brain appears to be educable to a local “re- 
flex dominance” when voluntary conscious 
command is lacking. 

Here again the survey of the origin of hu- 
man movement has given us new avenues of 
approach to the problems of spastic pathol- 
ogy and the eventual rehabilitation or aid to 
the defective cerebral nervous structure of 
highly organized man. 

With these adjuncts at our disposal and a 
rapidly growing application of neuromuscu- 
lar therapy, based upon the evolutionary past 
and an underlying neuromuscular mecha- 
nism, we may apply to man the values of re- 
flex movement and even robot expression of 
effective response, if we choose to activate, 
cultivate, and utilize the patterns of the past. 

No one may replace a destroyed human 
cortex, but if the ambulation of an am- 
phibian or huge reptilian type still resides 
deep in the uninvolved levels of the verte- 
brate nervous structure, who is to complain 
when a spastic hemiplegic can learn to co- 
ordinate like a dinosaur and leave his bed or 
chair for greater freedom of action or feed 
like an amphibian, if it releases another to 
join society again and makes the patient less 
dependent ? 

In the past 6 years we have observed the 
results of these “unlocking reflexes” and 
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“patterns of movement” at the Philadelphia 
General Hospital with the cooperation of the 
Department of Physical Medicine under Dr. 
Martucci’s guidance. It has established a 
new approach to the problems of paralysis 
and been marked by favorable results. 


There are times when man must “stoop to 
conquer,” and in drawing on his inheritance 
and not his recent pride, find an answer to 
the “slings and arrows of outrageous for- 
tune” to take up arms against a sea of 
trouble. 
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THE PSYCHOSURGICAL TREATMENT OF PSEUDONEUROTIC 
SCHIZOPHRENIA * 


PAUL H. HOCH, M.D., J. LAWRENCE POOL, M.D., JOSEPH RANSOHOFF, M.D., 
JAMES P. CATTELL, M.D., ann HARRY H. PENNES, M.D.? 
New York City 


The striking relief of chronic neurotic 
symptomatology by psychosurgical treatment 
has been reported by Freeman and Watts, 
Greenblatt, et al., Partridge, Hoch, and Pool 
(1, 2, 3, 4, 5,6). In an earlier paper, Hoch 
(7) made a preliminary report on the effects 
of topectomy on a group of patients with 
pseudoneurotic schizophrenia. The present 
paper presents further data on the above 
group of patients as well as reporting the 
effects of other psychosurgical procedures in 
this type of emotional disorder. 


MATERIAL AND METHODS 


The patient material is made up of 40 
voluntary admissions to New York State 
Psychiatric Institute, all of whom had a diag- 
nosis of pseudoneurotic schizophrenia ac- 
cording to the criteria of Hoch and Polatin 
(8). In some clinics these patients would be 
given a diagnosis of severe psychoneurosis. 
However, it was felt that they had a super- 
structure of neurotic mechanisms masking 
the primary symptoms of schizophrenia. All 
had some mixture of anxious, phobic, obses- 
sive, depressive, and hypochondriacal symp- 
toms ; the constellations of leading symptoms 
were distributed as follows: obsessive-phobic 
phenomena, 20; depressive-hypochondriacal 
complaints, 8; phobic-depressive symptoms, 
6; and 5 in whom the leading symptom was 
diffuse anxiety, usually with accessory de- 
pressive or hypochondriacal phenomena and 
one with a fairly typical hysterical syndrome 
and some Cepression. 

There were 22 women and 18 men, with 
ages ranging from 20 to 69 in the following 


1 Read at the 110th annual meeting of The 
American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1954. 

2From the Department of Experimental Psy- 
chiatry, New York State Psychiatric Institute, 
conducted in collaboration with Sidney Malitz, 
M.D., Donald B. Douglas, Jr., M.D., Robert A. 
Senescu, M.D., Bernard Wilkens, M.D., Stanley 
Lesse, M. D., Eleanor Maddock, M. S. 


distribution: age 20-29: 8 patients; 30-39: 
18; 40-49: 10; 50-59: 2; 60-69: 2. Dura- 
tion of illness was from 4 to 45 years with 
the exception of one patient who developed 
severe obsessive sympatomatology following 
pneumonectomy for bronchogenic carcinoma. 
In view of his age, debilitated condition, dis- 
tress, and failure to respond to other forms 
of psychiatric treatment, a psychosurgical 
procedure was done a year after the onset of 
his symptoms. The duration of illness was 
distributed as follows: less than 4 years: 1 
patient ; 4-6 years: 8; 7-10: 9; 11-15: 10; 
16-20: 6; 21-30: 4; more than 30 years’ 
duration: 2. An effort was made to deter- 
mine the age of each patient at the time of 
onset of illness. A reasonable degree of ac- 
curacy was achieved based on interviews 
with patient and relatives as well as records 


of past treatment. Age at onset ranged from 
II to 49 years, with 5 patients whose illness 
began before age 15; age 15-19: 7; 20-29: 
19; 30-39: 7; 40-49: 2. 

All patients had had psychotherapy as 
well as various other types of psychiatric 


treatments. A number had received one to 
several years of psychoanalysis without sig- 
nificant and lasting improvement. Psycho- 
therapy had been tried with 2 or more thera- 
pists in almost every instance, including 
variable periods of inpatient psychotherapy. 
Some of the patients with marked depressive 
features had received ECT, but with only 
temporary relief. Other treatments includ- 
ing various drugs, carbon dioxide, inhala- 
tion, and photic stimulation had been used. 
A more detailed account of the selection of 
patients for psychosurgery is published else- 
where(9). 

A number of the patients in the present 
series were known to the authors, or treated 
by one of us, for periods up to 3 years prior 
to psychosurgery. All patients were seen 
many times by at least 2 psychiatrists over a 
period of several months prior to operation. 
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Detailed clinical and psychodynamic studies 
were carried out in order that we might be- 
come as well acquainted with the patient and 
his illness as possible. In most patients the 
response to one or several drugs was ‘e- 
corded and evaluated. Some of the results 
of these investigations were published else- 
where and a summary of findings will appear 
in a future publication. Under the super- 
vision of the authors, the nursing and ad- 
juvant staffs recorded their observations. 
All data from these various sources were 
considered by the authors, functioning as a 
board, and conclusions were reached con- 
cerning diagnosis, symptom constellation, 
prognosis with psychosurgery, and the op- 
eration of choice(10, II, 12, 13, 14, 15). 

Three different types of psychosurgical 
procedures were used. The topectomy op- 
eration has been previously described(16). 
The other operations are known as the pre- 
coronal lobotomy and the medial lobotomy. 
These procedures are described in detail by 
Dr. Pool and Dr. Ransohoff in a pending 
publication. For present purposes only a 
brief description will be given. Both pro- 
cedures entail the cutting of the white fibers 
of both frontal lobes in a plane 2 centimeters 
anterior to the plane of the coronal suture. 
In the precoronal lobotomy, all the fibers in 
this plane are cut, while only those of the 
medial half of each frontal lobe are severed 
in the medial lobotomy. It must be empha- 
sized that the standard lobotomy operation 
is done in the plane of the coronal suture as 
is the medial lobotomy used in the group 
described by Greenblatt, et al.(17). The 
precoronal and medial lobotomies used in 
our series are less radical procedures in that 
fewer white fibers are cut. 

From the day of operation, each patient is 
under the care of a psychiatrist, even though 
routine postoperative care is carried out by 
the neurosurgeons. Patients are seen daily 
and psychotherapy is given as indicated. A 
rehabilitation program is carried out by nurs- 
ing, occupational therapy, and social service 
staff, under the supervision of the authors, 
as has been described in more detail else- 
where(18, 19, 20). Observations from all 
of these sources are recorded. In addition, 
each patient is seen by the authors, function- 
ing as a board of psychiatrists, and rated as 


to improvement at 3-month intervals for 
6 months and then at 6-month intervals for 
54 months. The improvement-rating scale is 
used most conservatively and the rating is 
based on observations by staff, comparison 
and contrast with preoperative status, the 
patient’s social and occupational perform- 
ance, comments by relatives, and the patient’s 
subjective evaluation of his status. 


RESULTS 


Improvement After Psychosurgery.—The 
therapeutic effect. of the various operations 
on the 40 patients after 6-48 months of post- 
operative observation are recorded in (Ta- 
ble 1). If the figures for the first 3 groups 
are added, one finds a total of 24 patients 
with significant improvement (65%). All 
patients who show any degree of improve- 
ment are out of the hospital, i.e., 33 of the 
37 living patients (89%). Of the 4 patients 
in the hospital, 2 have never been out of 
hospital since operation. Two others were 
out of hospital and showed improvement for 
a year after operation, but subsequently re- 
lapsed and required rehospitalization 18 and 
24 months respectively after operation. At 
this writing both these patients have been 
discharged. 

Patients who were rated as unimproved 
presented quite the same clinical picture as 
was seen preoperatively, or there was slight 
reduction in anxiety or other symptomatol- 
ogy. We have seen no evidence of persistent 
personality damage in any patients of this 
group. There is a period of disinhibition, 
lethargy, and poor emotional control, a tem- 
porary organic syndrome present during the 


TABLE 1 


RESULTS OF VARIOUS PsyCHOSURGICAL PROCEDURES 


Much improved... 4 
Improved 6 
Slightly improved. 3 


Percent 
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first several weeks after operation but which 
gradually disappears. No permanent residua 
have been noted. 

There are differences among patients in 
the diminution and disappearance of symp- 
toms during the first few months following 
operation. Some are completely free of 
symptoms from the day of operation. In 
others, an obsessive idea may appear but it 
no longer has a dominating emotional charge. 
Later, the obsessive ideas do not occur to the 
patient. The phobic patient may have some 
reluctance about challenging his specific fear 
but is often surprised that the formerly 
frightening situation no longer provokes 
anxiety. The anxiety which had formerly 
pervaded every thought and action is no 
longer present and there is much more free- 
dom of functioning. 

Patients rated as recovered or much im- 
proved were completely or essentially free 
of the symptoms which had formerly para- 
lyzed functioning and nullified satisfaction in 
living. They were able to function quite well 
in all areas with equal or greater ease than 
before onset of the illness. The attendant 
satisfaction was most gratifying to them. 
The underlying stigmata of schizophrenia 
were, of course, unchanged by operation. 

Operative Procedures and Postoperative 
Complications —The 40 patients had psycho- 
surgical procedures during the 4-year period 
prior to this evaluation. Twenty-one had a 
topectomy, 10 had a medial lobotomy, 6 had 
a precoronal lobotomy, and 3 had other pro- 
cedures (Table 1). The latter 3 patients had 
previously had topectomy or medial lobot- 
omy without significant improvement and 
therefore it was decided to do a precoronal 
lobotomy. The results of the original opera- 
tions in these 3 patients are not included in 
the data in Table 1. There was only one 
operative death though there is a mortality 
of 3 in this series. The other 2 patients died 
of disorders unrelated to the surgical pro- 


cedure, one with metastatic, bronchogenic 
carcinoma, and the other with lung abscess 
with empyema. Following the immediate 
postoperative period, there have been con- 
vulsive seizures in 6 patients, an incidence 
of 15%. In all patients, it is possible to con- 
trol seizures by medication. Two of the pa- 
tients have each had 3 seizures since opera- 
tion performed in the early months of 1950, 
but have had none during the past year. 
Three others have had one seizure each. One 
patient had numerous seizures prior to her 
second operation. It was felt that these were 
associated with her poor cooperation in tak- 
ing anticonvulsant medication. It will be 
noted that one of these patients is rated as 
recovered, 3 as improved, and 1 as slightly 
improved, demonstrating an absence of rela- 
tionship between presence of seizures and 
significant improvement. 

Sixteen of the 21 patients (76% ) who had 
a topectomy are rated as having significant 
improvement, whereas only half (50%) of 
those patients having a medial or precoronal 
lobotomy have such a rating. We do not be- 
lieve that the number of these modified lobot- 
omy operations nor the follow-up period for 
patients who had them are sufficient to war- 
rant conclusions at present. 

Follow-up Period.—As noted above, these 
patients were seen at regular intervals fol- 
lowing operation performed 6 to 48 months 
before this study. A consideration of the 
follow-up period of the 37 living patients re- 
veals that there is a relationship between it 
and the improvement rating. In the case of 
16 patients, there was a follow-up period of 
36 to 48 months (Table 2). Of these pa- 
tients 88% have a rating of significant im- 
provement (improved, much improved, or 
recovered) and only 12% have a rating of 
no significant improvement (slightly im- 
proved or unimproved). Of 16 other pa- 
tients for whom there was a follow-up period 
of 12 to 30 months, 56% have a rating of 


TABLE 2 


RELATIONSHIP OF IMPROVEMENT TO POSTOPERATIVE FOLLOW-UP PERIOD 


Total patients 
Significant improvement 
No significant improvement 


6 months’ 12-30 months’ 36-48 months’ 
follow-up follow-up ollow-up 


16 16 
9 (56%) 14 (88%) 
7 (44%) 2 (12%) 
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TABLE 3 


RELATIONSHIP OF RECENT IMPROVEMENT RATINGS TO IMPROVEMENT RATING 6 MontHs AFTER OPERATION 


Total patients 

Higher rating than at 6 months 
Lower rating than at 6 months 
Same rating as at 6 months 


significant improvement, while only 20% of 
the 5 patients with a 6-months’ follow-up 
have such a rating. 

It is possible to compare the improvement 
ratings given 6 months after operation with 
those given 12-48 months after operation in 
the 32 patients with a minimum of 12 
months’ follow-up period (see Table 3). 
Seventeen patients had a better rating at 
the time of this study than 6 months after 
operation. Ten patients (41%) had the same 
rating, while 5 (16%) were given a lower 
rating. Considering only the 16 patients 
with a 36-48 month follow-up, 12 (75%) 
had a better rating at the most recent evalua- 
tion, 2 had the same rating, and 2 had a 
lower rating. 

Age of Patient, Duration of Illness, and 
Age at Onset——There is no evidence of a 
significant relationship between the age of 
the patient at the time of operation and sig- 
nificant improvement after psychosurgery. 
Duration of illness in this series is not con- 
sistently related to the improvement after 
operation as can be seen by the following 
data. Of patients with 4-6 years’ illness, 
75% had significant improvement with psy- 
chosurgery ; 7-10 years’ duration: 63% sig- 
nificant improvement; II-15 years: 77%; 
16-20 years: 33% ; 21-30 years: 50% ; pa- 
tients with more than 30 years’ duration of 
illness had 100% significant improvement. 

Table 4 shows the data relating the age 
at onset of illness to significant improvement 


36-48 months’ 
follow-up 


16 

12 (75%) 
2 (12%) 
2 (12%) 


12-30 months’ Total 12-30 months’ 
foll 


low-up 


32 
17 (53%) 
5 16%) 
10 (31%) 


after psychosurgery and also shows certain 
pertinent information on duration of illness. 
Patients in this series whose age at onset of 
illness was less than 15 years appear to be 
less responsive to psychosurgery (40% with 
significant improvement) than those who 
were older at the time the illness began 
(67% or more with significant improve- 
ment). This finding is apparently unrelated 
to duration of illness as is evident in Table 4. 


DiscussION 


The present study indicates that psycho- 
surgical procedures of various types can be 
therapeutically effective in patients with 
pseudoneurotic schizophrenia who have 
failed to benefit from other forms of treat- 
ment. The data show that there was sig- 
nificant improvement in 65% of the 37 liv- 
ing patients investigated, with 6-48 months’ 
follow-up. However, it has been demon- 
strated that significant improvement is pres- 
ent in 88% of the patients with a follow-up 
period of 36-48 months, strongly suggesting 
that gains are continuing for more than 2.5 
to 3 years after operation. It may be postu- 
lated that the patient who achieves freedom 
from symptoms with operation requires a 
period of growth, during which time he may 
develop new skills and techniques of func- 
tioning. During this period, though he is 
relatively free of disabling symptoms, his so- 
cial, emotional, and occupational functioning 


RELATION OF IMPROVEMENT TO TIME FAcTorRS IN ILLNESS 
TABLE 4 


Per cent with 
significant 
improvement 


No. of 


Age at 
patients 


onset 
Under 15 


(Years) 
Duration 
illness 
(Range) 
6-25 
5-45 
67 4-20 
71 437 
Dead 


(Years) 
Average 
duration 


14.2 
22.6 
11.2 
15.7 


40 
70 


if 
or 
Epa 
| 
4 
4 
—. 
> 
4 
a 
: 
§ 
4 


1955| +». H. HOCH, J. L. POOL, J. RANSOHOFF, J. P. CATTELL AND H. H. PENNES 657 


must be evaluated, both subjectively and ob- 
jectively, as impaired though emergent. In 
view of these factors as well as the conserva- 
tism of the authors in evaluating patients 
during the first year or two after operation, 
the progressive improvement after opera- 
tion, as shown in the rating scale, could be 
explained. 

Comparing the improvement ratings given 
to patients 6 months after operation with 
those given most recently in 32 patients re- 
veals that 53% of patients achieved a higher 
rating in the more recent evaluation, while 
31% had the same rating and 16% had a 
lower rating. This would further substan- 
tiate the concept of progressive improvement 
for a long period after operation. From a 
prognostic point of view, one may state that 
the chances are excellent that the improve- 
ment rating of a given patient 6 months 
after operation will be maintained or bet- 
tered in the future. 

The patients with significant improvement 
at the time of this study, a majority of the 
group, warrant some comment as to the 
quality of the improvement. These persons 
have been freed of disabling anxiety and 
other symptoms and are able to develop 
their resources for functioning and satisfac- 
tion in living. A number of the patients re- 
turned to former occupations but learned 
new skills or further developed old ones. 
Various patients undertook academic courses 
and pursued them successfully. Certain pa- 
tients confronted with harassing domestic 
and social problems were able to manage 
them with wisdom and patience, seeing them 
to a successful resolution. There was no 
evidence of impairment of depth of emotional 
feeling. Any change was rather in the direc- 
tion of greater depth of feeling which be- 
came possible with the freedom from anxiety. 
Many patients were able to forgo gross de- 
pendency on parents or parent-surrogates 
despite lifelong patterns. There is no change 
in the basic structure of the personality, and 
character traits are present which have been 
present preoperatively. In some patients, 
one may see a mild or moderate character 
disorder, the presence of which was formerly 
masked by the more striking symptoms. The 
relation of these traits to the basic symptoms 
which warrant the diagnosis of pseudoneu- 


rotic schizophrenia is a fascinating topic for 
discussion but beyond the realm of this com- 
munication. 

As mentioned above, we do not believe 
that this material includes a sufficient num- 
ber of medial and precoronal lobotomies with 
a long enough follow-up period to warrant 
comparison with the topectomy operation. 
A consideration of the relative merits of the 
3 procedures would include discussion of 
technical difficulties from the point of view of 
the neurosurgeon, therapeutic results, and in- 
cidence of undesirable side effects such as 
convulsive seizures. Such a discussion will 
be included in another paper, written jointly 
with the neurosurgeons and dealing with a 
larger number of operations of each type. 

The findings in this study indicate that 
psychosurgical procedures of the type de- 
scribed are therapeutically valuable in pa- 
tients with pseudoneurotic schizophrenia. 
The question arises, however, as to why 
some patients benefit remarkably, others 
achieve definite gains but less dramatic im- 
provement, while a minority of patients have 
minimal or no improvement. There is no 
evidence to suggest that improvement is re- 
lated to differences in symptom constella- 
tions or to the age of the patient at the 
time of operation. In contrast to the findings 
of others, improvement in our patients with 
well-preserved personalities is not related to 
duration of illness. However, the limited 
data suggest a significant relationship be- 
tween the age of the patient at the time when 
the illness began and improvement with psy- 
chosurgery. It appears that onset of illness 
before age 15 is not favorable prognostically 
for improvement with psychosurgery. The 
present data are insufficient to subject to sta- 
tistical analysis but a trend is indicated. This 
will be investigated in a larger group of pa- 
tients with overt schizophrenic symptoms but 
who are not deteriorated. The problems of 
determining the actual age of a patient when 
his illness began is complicated and is arbi- 
trarily based on the patient’s subjective rec- 
ollection of partially disabling symptoms and 
relatives’ observations of the patient’s dis- 
tress. Speculations concerning the relation 
between early onset, failure to sustain the 
impact of puberty and to assimilate the con- 
notations of adolescence, and later failure to 
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respond to treatment must be postponed until 
more data are available. 


BIBLIOGRAPHY 


1. Freeman, Walter, and Watts, James W. Psy- 
chosurgery. Springfield: Thomas, 1950. 

2. Freeman, Walter. Am. J. Psychiat., 110: 260, 
1953. 

3. Greenblatt, M., Arnot, R. E., and Solomon, 
H. C. Studies in Lobotomy. New York: Grune & 
Stratton, 1950. 

4. Partridge, M. Prefrontal Leucotomy, Oxford: 
Blackwell, 1950. 

5. Hoch, Paul H. Am. J. Psychiat., 106: 448, 
1949. 

6. Pool, J. L. Topectomy. 1946-51. Trans. Stud- 
ies College of Physicians, Philadelphia, 19: 49, 
1951. 

7. Hoch, Paul H. SGO, 92: 608, 1951. 

8. Hoch, P. H., and Polatin, P. Psychiat. Quart., 
23: 248, 1949. 

9. Cattell, J. P. Am. J. Psychother., 7: 484, 1953. 

to. Cattell, J. P. Am. J. Psychiat., 107: 373, 
1950. 

11. Cattell, J. P. Alterations of ego functioning 
after topectomy. Psychoanal. Rev. (In press). 


12. Cattell, J. P. Influence of mescaline on psy- 
chodynamic material. J. Nerv. and Ment. Dis. (In 
press). 

13. Pennes, H. H. Clinic reactions of schizo- 
phrenics to sodium amytal, pervitin hydrochloride, 
mescaline sulfate, and d-lysergic acid diethylamide. 
J. Nerv. and Ment. Dis. (In press). 

14. Hoch, P. H., Cattell, J. P., and Pennes, 
H. H. Am. J. Psychiat., 108: 585, 1952. 

15. Hoch, P. H., Cattell, J. P., and Pennes, 
H. H. Am. J. Psychiat., 108: 579, 1952. 

16. Pool, J. L., et al. J. Nerv. Ment. Dis., 110: 
464, 1949. 

17. Greenblatt, M., and Solomon, H. C. Am. J. 
Psychiat., 109: 262, 1952. 

18. Cattell, J. P. Am. J. Psychiat., 109: 450, 
1952. 

19. Hoch, P. H., Cattell, J. P., and Pennes, 
H. H. Report of the Psychiatric Discipline, in 
Psychosurgical Problems. F. A. Mettler, Ed. 
Philadelphia: Blakiston, 1952. 

20. Hoch, P. H., Cattell, J. P., Pennes, H. H., 
Glaser, G. Psychiatric effects of bilateral frontal 
topectomy. (New York State Brain Research 
Project, 1948-1950) New York. J. Nerv. Ment. 
Dis. Monograph (In press). 


; . 

i 

a 
i 

7 


INTENSIVE INSULIN SHOCK THERAPY—A FIVE-YEAR SURVEY 
EARL P. BRANNON, M.D.,! Perry Port, Mp., anv WALTER L. GRAHAM, M. D.,? Detrorr, MicH. 


This study is based upon 5-year survey of 
cases admitted to the insulin division of this 
hospital from the date of inception of the 
unit, April 15, 1948, to April 15, 1953. In- 
sulin dosages were high and averaged be- 
tween 300 to 1,000 units per treatment ; and, 
in some instances, dosage was between 1,000 
and 1,600 units. The average number of 
insulin coma hours was 131.5 per patient; 
and the length of treatment was approxi- 
mately 57.3 days per case based upon a 5- 
day schedule, Monday through Friday(1). 
Depth of insulin coma was maintained in the 
fourth stage for approximately 20 minutes. 
Other elements of technique were based 
upon the principles established by Shurley 
and Bond in the insulin unit of the Pennsyl- 
vania Hospital for Mental and Nervous Dis- 
eases, Philadelphia, Pa.(2). Combined elec- 
troshock therapy was applied in those cases 
in which the patient failed to show satisfac- 
tory improvement under insulin shock ther- 
apy alone(3). The technique of this therapy 
was based upon that as set forth by Horo- 
witz and Kalinowski(4). All cases during 
the course of insulin therapy were treated 
intensively in individual or group psycho- 
therapy as well as in the various clinics of 
physical medicine rehabilitation. The depart- 
ments of psychology, social service, voca- 
tional counseling, and special services co- 
operated fully in the support of this program. 

Of the original 615 cases accepted in the 
unit for treatment, 84 required premature 
termination by reason of varying complica- 
tions, which left a total of 528 cases that com- 
pleted the full course of therapy and are the 
ones used for the data of this report. 

The diagnostic classification of these cases 
is given in Table 1. 

Study of Tables 1 and 2 reveals that al- 
most one-half of the patients treated were 
diagnosed as paranoid schizophrenia; about 
one-fourth were diagnosed as catatonic schiz- 


1 Manager, Veterans Administration Hospital, 
Perry Point, Md. 

2 Henry Ford Hospital, Detroit, Michigan, for- 
merly psychiatric staff, Perry Point, Md. 


ophrenia; and the other significant group 
was the unclassified schizophrenias, which 
numbered about 14%. A comparison in the 
results of the functional recoveries of the 
diagnostic groups indicated that the manic- 
depressive, manic, group had the best func- 
tional recovery. The manic-depressive, de- 
pressed, group revealed 77.7% functional 
recovery rate within 6 months; the unclassi- 
fied schizophrenias, 64.2% ; catatonic schiz- 
ophrenia, 62.3%; paranoid schizophrenia, 
57.8%; simple schizophrenia, 41.6%; and 
the hebephrenic class, 42.7% for the same 
period. 

In the groups requiring rehospitalization, 
it is noted that the largest group was the 
catatonic schizophrenia, 26.8% ; unclassified 
schizophrenia, 16.6% ; and paranoid schizo- 
phrenia, 22.9%. It is held with general 
opinion that the catatonic and paranoid schiz- 
ophrenias obtain the best results in therapy ; 
but it is well to note that even the hebe- 


phrenic, simple, and unclassified groups 
obtain approximately 50% functional re- 
coveries. 

Those manic-depressive groups having 
schizophrenic features and who were refrac- 
tory to other forms of therapy revealed an 
excellent response to insulin therapy. 


TABLE 1 
Diacnostic CLASSIFICATION 


Diagnoses 
Paranoid schizophrenia 
Catatonic schizophrenia 
Hebephrenic schizophrenia 
Simple schizophrenia 
Unclassified schizuphrenia 
Manic-depressive, manic 
Manic-depressive, depressed 
Manic-depressive, mixed 


Miscellaneous 


Depressive reaction 

Anxiety reaction 

Dissociative reaction 

Paranoid state 

Psychosis unclassified 

Schizoid personality 

Mental deficiency, primary, with psy- 
chotic reaction 
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TABLE 2 


DracGnostic CLASSIFICATION vs. RECOVERY 


Hebe- 
phrenic 
schizo- 
phrenia 


Unclassi- 
Catatonic fied 
schizo- 
phrenia 


Paranoid 
schizo- 
phrenia 


schizo- 
phrenia 


Simple 
schi Manic-Depressive 
phrenia Others 


247 138 a1 
Immediate functional 89 65 
(36.6%) (47.1%) 


54 21 
(21.8%) (15.2%) 


7 
( 5.0%) 


No recovery, remains hos- 
pitalized after 1 year.. 


Relapsed functional re- 
coveries requiring hos- 37 
pitalization to 4/15/53. (22.9%) (268%) 


45 
(34.8%) (32.6%) 


6 
(28.5%) 


3 
(14.2%) 
I 
( 4.7%) 


It 
(52.3%) 


Manic Depressive. 
12 84 7 9 10 


I 39 2 5 6 
( 8.3%) (46.4%) (71.4%) (55.5%) (60.0%) 


4 15 2 2 I 
(33.3%) (17.8%) (285%) (22.2%) (10.0%) 


2 6 2 
(16.6%) (7.1%) 0 (20.0%) 


5 24 2 I 
(41.3%) (285%) 0 (22.2%) (10.0%) 


I 14 I 2 
(14.2%) (16.6%) (142%) 0 (22.2%) 


* Functional recovery is defined as that degree of recovery sufficient to permit release of the patient from the hospital 
on a go-day trial visit status. It usually — psychiatric remission but not necessarily if the patient’s condition was 


benign, and j if his home en was ca 
Of the 528 cases, 513 (97.1%) were male 
and 15 (2.8%) were female. It is difficult 
to arrive at a satisfactory comparison in the 
treatment of the male and the female groups 
because of the small number of the latter ; 
however, the percentage factor in each cate- 
gory is not widely variant, and it is of inter- 
est to note the approximation of percentages 
of those requiring rehospitalization who had 
attained a functional recovery (Table 3). 
In the comparison of the 390 white with 
the 138 Negro patients, it is noted that the 
percentage of functional recoveries is slightly 
greater for the white population while the 
percentage of those remaining hospitalized 
after one year is 8% less. The percentages 


TABLE 3 


Sex vs. RECOVERY 


Immediate functional recov- 
ery after termination of 
treatment 158 

Functional recovery within 

80 


24 


113 
Number of patients requiring 
rehospitalization after func- 
tional recovery—to 4/15/53. 62 


adequate support. 


of rehospitalization of both groups are almost 
identical (Table 4). 

Approximately 62% of the patients treated 
were within the 25-35-year age group (Table 
5). The better percentage of functional re- 
coveries was obtained in the 20-year group 
and progressively diminished as the age in- 
creased; however, in the consideration of 
chronicity of schizophrenias we found a 
62.2% recovery rate within one year follow- 
ing insulin therapy. In a study of the func- 
tional recoveries of the various age groups 
(Table 6) there can be no doubt that those 
remissions obtained by insulin therapy offset 
the cost in conducting a well-integrated in- 
sulin unit. 

In the study of the functional recovery 
rate in the relation to the duration of illness 
prior to insulin shock therapy, the rate of 
functional recovery for those treated within 
6 months of onset was 86.1% and progres- 
sively diminished to 53.5% for those ill 
longer than 2 years prior to insulin treat- 
ment(5) (Table 7). It is noted that the 
percentage of failures increases in the chronic 
group but a return of 53% of this class to the 
community speaks well for insulin as a form 
of therapy. 

The question occasionally arises as to 
whether insulin therapy should be instituted 
early or whether the patient should receive 
the benefit of other therapies first. No at- 
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TABLE 4 
Race vs. RECOVERY 


390 white 138 Negro 


No. % No. % 
Immediate functional recovery 41.3 38.4 
Functional recovery within 6 months 21.2 17.4 
Functional recovery within 1 year 6.6 5.7 
Remains hospitalized after 1 year 30.7 38.4 
Number of functional recoveries requiring rehospi- 
talization to 4/15/53 6 23.6 23.5 


TABLE 5 


Ace Groups TREATED 
Number 


tempt will be made to answer this question, 
but a comparison is made as to the results 
of deep insulin therapy based upon the period 


of hospitalization (Table 8). The rate of 
functional recovery is 78.1% for those 
treated by insulin of those hospitalized less 
than 6 months and progressively diminishes 
to 37.6% for those hospitalized longer than 
2 years prior to treatment. These statistics 


Age Percentage 
Under 20 3 0.5% 
92 17.470 
195 36.97% 
140 25.3% 
82 15.5% 
14 2.5% 


TABLE 6 
AGE vs. RECOVERY 


Age group 
A 


Under 20 20-25 25-30 30-35 35-40 40 or over 
3 92 140 82 
44 28 

(66.6%) (47.8%) (36.4%) (34.1%) 
I 22 


29 

(33.3%) (23.0%) (18.4%) (20.7%) 
4 10 9 

0 (4.3%) (5.1%) (6.4%) 


Immediate functional recovery 


Functional recovery within 6 months 


15 
(18.2%) 
(9.7%) 


Functional recovery within 1 year 
No recovery, remains hospitalized after 1 


22 65 52 31 4 
(23.9%) (33.3%) (37.1%) (378%) (28.5%) 
Number of released patients requiring hos- 

pitalization to 4/15/53 19 12 
(21.3%) (23.5%) 


15 34 
(24.4%) (26.5%) 


TABLE 7 


DuRATION OF ILLNESS vs. RECOVERY 


Duration of Illness 
A. 


Less than 1 Less than 2 
year prior to years prior years prior 
treatment to treatment to treatment 


74 241 
52 129 
(70.2%) (53.5%) 
22 112 

(29.7%) 


(46.4%) 
36 
(15.3%) (27.9%) 


“Less than 6 More than 2 


months prior 
to treatment 


Functional recovery within 1 year 


No recovery, still hospitalized after 1 year 21 
(13.8%) 


Rehospitalized recoveries up to 4/15/53 24 
(18.3%) 
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TABLE 8 
Periop oF HosPITALIZATION vs. RECOVERY 


Functional recovery within 1 year 
No recovery, still hospitalized after 1 year 
Rehospitalized recoveries up to 4/15/53........ 


compare favorably with others in the early 
institution of insulin therapy. 

In the analysis of the 528 cases treated, 
there were 273 cases released from the hos- 
pital as immediate functional recoveries ; 
however, during the 5-year program there 
are listed 2 patients who committed suicide 
and 5 others who died from other causes, 
leaving 266 patients who are still out of the 
hospital since the inception of the program 
in 1948. The results from an annual analysis 
are as follows: 

April 15, 1948-April 15, 1949.—Total 
number of cases treated, 88; rehospitalized 
following functional recovery, 19 (21.5%) ; 
remaining hospitalized, 27 (30.6% ) ; remain- 
ing out of hospital to date, 42 (47.7%). 

April 15, 1949-April 15, 1950.—Total 
number of cases treated, 122; rehospitalized 
following functional recovery, 22 (24.7%) ; 
remaining hospitalized, 48 (32.8%); re- 
maining out of hospital to date, 52 (42.4%). 

April 15, 1950-April 15, 1951.—Total 
number of cases treated, 121 ; rehospitalized 
following functional recovery, 23 (19%) ; 
remaining hospitalized, 35 (28.9%); re- 
maining out of hospital to date, 63 (52%). 

April 15, 1951-April 15, 1952.—Total 
number of cases treated, 125 ; rehospitalized 
following functional recovery, 12 (9.6%) ; 
remaining hospitalized, 39 (31.2%); re- 
maining out of hospital to date, 74 (54.2%). 

April 15, 1952-April 15, 1953.—Total 
number of cases treated, 72; rehospitalized 
following functional recovery, I (1.4%); re- 
mainiug hospitalized, 29 (40.2%); remain- 
ing out of hospital to date, 42 (58.3%). 

It is realized that the statistics of the last 
3 years of those remaining out of the hospi- 


Period of Hospitalization Prior to Treatment 


More than 
2 years 
109 


41 
(37.6%) 
68 
(62.3%) 
13 
(31.7%) 


Less than 
6 months 
320 


250 
(78.1%) 
70 
(21.8%) 
54 
(21.6%) 


6 months to 
1 year 


45 
29 
(64.4%) 
16 
(35.5%) 
(17.2%) 


1toa 
years 


(23.5%) 


tal are higher than that reported for the first 
2 years of this study ; however, it is believed 
that in the final analysis the 1951-1953 group 
will approach that of the first 2 years. 

In a study of the 84 cases that required 
premature termination because of various 
complications arising out of insulin and 
combined insulin-electroshock therapy, 27 
patients (32.1%) attained functional re- 
coveries and were either discharged with 
maximum benefit of hospitalization or placed 
on trial visit status. 

The statistics of this paper compare fa- 
vorably with those of other authors and in 
fact are somewhat more favorable in those 
with functional recoveries and who are at 
this time remaining out of the hospital. It 
was found that those patients who revealed 
immediate functional recoveries relapsed if 
retained in the hospital environment beyond 
2 or 3 weeks. Social service and other ancil- 
lary services were therefore brought into the 
treatment program prior to institution of 
insulin therapy whenever possible and the 
home prepared for the return of the patient 
in the event that a remission was brought 
about. We are of the opinion that the hos- 
pital should retain functional recovery pa- 
tients no longer than a week or Io days to 
give the patient an opportunity to adjust on 
an upen ward and make final preparations 
for trial visit care and follow-up procedures. 
Individual and group psychotherapy was 
well received by the patient during the course 
of insulin therapy and together with other 
ancillary services; i.e., physical medicine re- 
habilitation, vocational counseling, etc., pro- 
motes a longer remission following comple- 
tion of insulin therapy. 
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SUMMARY 


In this series 528 cases—the great ma- 
jority of them schizophrenics—were treated 
with intense deep insulin coma. 

The functional recovery rate was between 
47.4% and 71.3% among different schizo- 
phrenic groups and between 77.7% and 
100% among manic-depressive groups. 

It is difficult to compare results between 
male and female patients because of the small 
number of the latter. However, the results 
in both groups seem to be about even. 

Comparing white and Negro patients, the 
white group has a somewhat higher func- 
tional recovery rate. 

Most of the treatment patients were be- 
tween 25 and 35 years of age. 

The recovery rate is highest in the 
younger age groups, particularly in the 
group of 20-25 years of age. 


The rate of recovery decreases with the 
length of illness prior to institution of treat- 
ment. 

The rate of recovery decreases further 
with length of hospitalization prior to insti- 
tution of treatment. 

Of 528 treated cases, 266 are still out of 
the hospital. 
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THE NURSING SERVICE AND THE AIMS OF A PSYCHIATRIC 
HOSPITAL: ORIENTATIONS OF WARD PERSONNEL TO THE 
CARE AND REHABILITATION OF PSYCHIATRIC PATIENTS * 


ELLIOT G. MISHLER, Pu. D.,? Princeton, N. J. 


STATEMENT OF THE PROBLEM 


In recent years workers in the psychiatric 
hospital field have shown increasing concern 
about the social structure of the hospital and 
the values and attitudes of personnel who 
have the most direct and continuous contact 
with the patients. There has been a grow- 
ing recognition of the fact that the fate of 
the hospital program is very dependent on 
the behavior and motivation of ward per- 
sonnel, and a number of reports have ap- 
peared which indicate how tightly bound 
together are the patients’ recovery chances 
and the pattern of social relations existing 
in the wards(1, 2, 3, 4, 7, 8, 9, 10, II, 12, 
13, 14). 

This paper presents initial findings from 
an intensive study of the motivations of ward 
personnel in 2 state psychiatric hospitals. 
The theoretical focus of the research was 
the general question of the commitment of 
individuals to the goals of organizations in 
which they worked or otherwise participated. 
The concept of commitment denotes a high 
degree of personal involvement in organiza- 
tional goals (i.e., it refers to a situation 
where an organizational goal has actually 
become an important personal goal). The 


1 This research was supported by the Organiza- 
tional Behavior Section of Princeton University. 
The author gratefully acknowledges the patience, 
interest, and encouragement of the administrative 
officers and the personnel who participated in the 
study of the New Jersey State Hospital at Trenton 
and the New Jersey Neuro-Psychiatric Institute at 
Skillman. Dr. Robert Garber and the senior staff 
of the Institute provided detailed and helpful crit- 
icism of an earlier draft of this paper. The coopera- 
tion of these institutions does not constitute an 
endorsement of the research or of the interpretations 
based on it. 
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study investigated the extent of the ward 
personnel commitments to the welfare and 
rehabilitation of patients, and attempted to 
determine the effect of certain social and 
psychological factors on such commitments 
(6). The paper is primarily methodological 
and attempts to measure commitment. Spe- 
cifically, the internal consistency of the com- 
mitment measures will be examined. Forth- 
coming reports will deal with substantive 
issues more directly through analyses of re- 
lationships between commitment and other 
variables included in the study.’ 


METHODOLOGY 


The study was conducted in 2 state psychi- 
atric hospitals which differed in certain im- 
portant respects. Space does not permit 
more than a brief description of the major 
differences.* 

Hospital “X,” with a patient census of 
over 4,000, consists of a large main building 
and a few smaller “annexes” with the pa- 
tients grouped in large wards. The nursing 
service has about 570 individuals in 3 occu- 
pational groups : approximately 100 graduate 
nurses, 50 psychiatric technicians, and 420 
institutional attendants. 

At the time of the study, the patient census 
in Hospital “Y” was about 1,500, with a 
little over 400 persons in the nursing service : 
25 graduate nurses, 50 psychiatric techni- 
cians, and 330 institutional attendants. “Y” 
was laid out as a series of small cottages with 
a central hospital building. It had been es- 
tablished to treat patients with one particular 
type of mental disorder only («pileptics) and 
had become known as a “custodial” institu- 
tion. About 6 months before the study was 


8 Papers in preparation deal with such topics as 
recruitment, status and interaction, and the per- 
sonality characteristics of psychiatric personnel. 

4 Greater detail will be found in future reports as 
the specific characteristics of the hospital social 
structures are examined with reference to the com- 
mitments of their respective personnel. 
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made, a new top administrative staff was 
appointed. They brought with them a new 
conception of the hospital’s function and its 
future development. It is now to become a 
general diagnostic and treatment center. A 
number of changes are in progress, involv- 
ing a new building program as well as 
changes in the medical and administrative 
structures. 

A stratified random sample was drawn 
from the nursing services of both hospitals 
in such a manner that the 3 occupations in 
each hospital were represented relatively 
equally in the final sample rather than in 
terms of their proportion of the total nurs- 
ing service (for special reasons, attendants 
at hospital “Y” were oversampled). A dis- 
proportionate stratified sample was chosen 
to facilitate comparative analyses of the dif- 
ferent groups and to ensure a sufficient num- 
ber of persons in each of the occupational 
categories within the budgetary and person- 
nel limitations of the study. 

A complex and lengthy schedule was con- 
structed(6), and intensive interviews rang- 
ing from 14 to 3 hours were held. In gen- 
eral, cooperation and rapport appeared good. 

The questions designed to measure com- 
mitment reflect theoretical considerations, 
which may be briefly noted. First, even rela- 
tively unambiguous institutions like hospi- 
tals (1.e., unambiguous with regard to their 
general function) have various and some- 
times conflicting goals of which most indi- 
viduals are more or less aware. A com- 
mitment to any of these alternative goals 
involves evaluation and choice on the part 
of the individual. The questions allow for 
choice and permit the expression of equally 
intense commitments to more than one goal. 

Second, preliminary theoretical work(6) 
suggested that the intensity of a commitment 
could vary along a hypothetical continuum 
from the simple recognition of the legitimacy 
of an organization’s goal, through a positive 
reaction to demands made on behalf of the 
goal, to a point where a person’s feeling of 
worth might largely depend on his own con- 
tributions to the achievement of this goal. 
An attempt was made to tap points along 
this continuum by having individuals selec- 
tively evaluate certain objectives both as or- 
ganizational goals and as personal goals. 


At the level of organizational goals the re- 
spondent was asked to express his opinion 
as to the relative importance of 13 possible 
aims of a psychiatric hospital. A number of 
these referred to the treatment of patients. 
(These particular statements will be intro- 
duced at appropriate points in the analysis.) 
Respondents were asked to indicate how 
important it was, in their own opinion, that 
mental hospitals “really get each of these 
things done,” by marking the items as either 
“extremely,” “very,” “somewhat,” or of 
“little” importance. After finishing this rat- 
ing the respondent was asked to rank-order 
all his “extremely” important choices in 
terms of how important he believed each 
to be. 

This 4-point scale (with 2 strong posi- 
tives) was devised after pretests had indi- 
cated that individuals were loathe to mark 
anything as not being “very” important but 
were perfectly able and willing to discrimi- 
nate between “extremely” and “very” im- 
portant aims. The additional ranking pro- 
cedure made it easier and more acceptable 
to discriminate among goals which were all 
positive since the individual was permitted 
to mark as “extremely” important as many 
of the statements as he wished. 

For the second commitment question (at 
the level of personal goals) the respondent 
was given a list of 6 statements and the fol- 
lowing verbal instructions: 


Suppose (this) hospital had a system of giving 
awards to personnel for outstanding work. Let’s 
say, for example, that twice a year prizes are given 
to those people who were outstanding in one of the 
following things: (list is given to respondent). 
Suppose that after you’d worked here for a while 
you'd won 10 prizes. For which of the reasons on 
that list would you personally like to have received 
these prizes. For example, one person who received 
10 prizes might like to have received all of them 
for one of the reasons, while someone else might 
like to have gotten some of the prizes for each of 
the reasons. Regardless of what your work actu- 
ally consists of now, how many of these 10 prizes 
would you personally like to have received for each 
of these reasons? 


The 6 statements, in order of presentation, 
were: 


a. Outstanding in his efforts to raise the standards 
of his profession or occupation. 

b. Outstanding in his efforts to give good nurs- 
ing care to his patients. 
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c. Outstanding in his efforts to be friendly and 
cooperative with other personnel. 

d. Outstanding in his efforts for the recovery and 
rehabilitation of patients. 

e. Outstanding in his efforts to improve the effi- 
ciency and smooth running of the hospital. 

f. Outstanding in his efforts to make the ward 
life pleasant and interesting for the patients in his 
care. 


Results—Included among the 13 items in 
the question on hospital aims were 5 that re- 
ferred directly to the treatment and manage- 
ment of patients.* Two were concerned with 
the adequacy of the nursing and therapeutic 
programs and provide the first index of an 
individual’s commitment to care and re- 
habilitation: (1) Give good nursing care to 
patients in the hospital. (2) Have an active 
therapy program (1.e., shock therapy, psy- 
chotherapy, O.T., etc.) to get patients well 
enough to adjust to the outside world. The 
other 3 items referred to the custody and 
control of patients: (3) Make sure patients 
don’t hurt any of the personnel. (4) Make 
sure no patient is released if there’s a chance 
he'll get into trouble or hurt someone. 
(5) Make sure patients don’t escape from 
the hospital. 

The proportions of the 3 occupational 
groups at both hospitals who rated each of 
these aims as “extremely” important are pre- 
sented in Table 1. 

There appears to be general agreement on 
the “extreme” importance of nursing care 
and rehabilitation as hospital aims (some- 
what more so for the former than the latter). 
Occupational differences seem to be stronger 
than hospital differences. The occupational 
labels, of course, derive their power from 
the multitude of factors which they sum- 
marize. The hospital community could, of 
course, be as powerful a factor, and for any 
particular hospital it would be problematical 
which of these forces exerted the strongest 
pull on the attitudes and behavior of the 
staff. 

The psychiatric technicians are highest 


5 Two additional items in the area of patient man- 
agement appeared, on analysis, to be ambiguous and 
they have been excluded from further consideration. 
Of the remaining statements on the list 2 defined 
each of the following potential goals of a psychiatric 
hospital: the community function, training and re- 
search, and the welfare of personnel. 


on those aims which refer to care and re- 
habilitation, while the attendants are high- 
est cn those which refer to the custody and 
control of patients. Particularly with regard 
to the aims of custody and control, nurses 
seem to resemble psychiatric technicians 
more than attendants. 

For both technicians and nurses care and 
rehabilitation are of greater importance than 
custody and control (most strongly so for 
the technicians), whereas the attendant 
groups seem to assign about equal impor- 
tance to both. This may be seen by compar- 
ing the median percentages of each group 
for both sets of aims: for technicians, the 
medians are approximately 88% for care 
and rehabilitation and 42% for custody and 
control; for nurses, the respective medians 
are about 75% and 45%; and for attendants, 
67% and 66%. 

This analysis which simply compares per- 
centages is of limited value in that it restricts 
the potential range of legitimate inferences 
(by not making adequate use of all available 
information) and requires additional caution 
in interpretation (statistical tests of signifi- 
cance for percentage differences are counter- 
indicated for such small numbers). A more 
refined analysis is undertaken below. 

The additional ratings and the rank-order- 
ing were taken into account and scores calcu- 
lated by assigning the following weights: 
ratings of “somewhat” or “little” importance 
are scored “o”; “very” important, “1”; an 
“extremely” important item not ranked in 


TABLE 1 


Tue RevatTiveE ImportTaNce oF Hospirat Arms: 
Tue Care, REHABILITATION, CusToDY, AND 
ConTROL OF PATIENTS 


(Percentage rating selected aims as “extremely” 
important) 
Care and 
rehabilita- Custody and 
tion control 
are! 
(3) 
35.2 52.9 
16.7 52.0 
5-9 52.9 
Technician-Y .. 18.1 54.5 
Attendant-X ... 26.7 73.3 
Attendant-Y ... 51.2 78.5 
+ =~ symbols X and Y in this and the following tables 
er 2 


itals. 
+t The column numbers refer to the different hospital aims 
described in the text. 
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the top 3, “2”; the third-ranking item is 
“3”; the second, “4”; and the highest rank- 
ing item is “5.” Thus, for any particular 
aim an individual could receive a score from 
“o” to “5,” with the one restriction that 
scores of “3,” “4,” could each apply uniquely 
to only one item on the list. 

Table 2 presents the mean scores for the 
different groups of each of the aims dis- 
cussed. 

In general, these results tend to support 
the interpretation that the occupational dif- 
ferences are more marked than the hospital 
differences. In addition, there is some indi- 
cation (in the magnitudes of the F-ratios for 
the 2 hospitals) that Hospital “X” is more 
homogeneous than “Y,” 4.e., the 3 occupa- 
tional groups seem to be more similar to each 
other in “X.” The evidence for this is slight 
but is consistent for the magnitudes of the 
actual differences between the means as well 
as for the F-ratios themselves (the latter 
might depend only on differences in sample 
size). 


TABLE 2 


Tue ImMporTANCE OF HosprraL AIMs: 
Tue Care, REHABILITATION, CUSTODY, AND 
ConTROL OF PATIENTS 


(Mean scores for selected aims and tests of sig- 
nificance between groups) 
Care and 
rehabilita- 
tion 
3-2 3.3 
36 a7 
Technician-X . 17 3.4 3.1 
Technician-Y . 22 3.7 3.3 ; 
Attendant-X .. 75 28 25 12 
Attendant-Y .. 42 3.7 24 18 
F-tests of significance for differences among 
Means of all groups within each hospital : 
Hospital X ... 64 Lor 1.95 1.36 5.30T 
Hospital Y ... .o1 232 6.827 2.39 3.88* 
T-tests of significance for differences between 


means of occupational groups—both hospitals com- 
bined : 


Comparisons 
1.54 215* 1.69 3.50¢ 
26 2.14* 81 .19 
Attendants .... .11 2.50* 3.03¢ 3.187 


* .o5 level of significance. 
fe level of significance, 
.oot level of significance. 


Two of the findings previously suggested 
in Table 1 come through more clearly. The 
first is that nurses and technicians are more 
similar to each other than either is to the 
attendants. The second is that these group 
differences are strongest with regard to the 
aims of custody and control, on which at- 
tendants are consistently high as compared 
with nurses and technicians. 

The analyses in Tables 1 and 2 have been 
a tangential but necessary preliminary for 
the major problem, i.e., the measurement of 
commitment to the welfare and rehabilitation 
of patients. It has so far been assumed that 
at the level of organizational goals commit- 
ment is measured by an individual’s evalua- 
tion of the aims of nursing care and therapy. 
This assumption would receive some support 
if, as would be expected on theoretical 
grounds, an inverse relationship is found 
between commitments of this kind and atti- 
tudes to the custody and control of patients. 

For further analyses it would be conveni- 
ent to summarize an individual’s judgments 
of the aims of nursing care and therapy. One 
method is to combine the scores. This as- 
sumes that each item is equivalent in mean- 
ing to the other, and that a score high on one 
and low on the other is the same (for pur- 
poses of analysis) as the reverse. Other in- 
terview material, however, suggested that 
individuals oriented more strongly toward 
one or the other of these aims, and further, 
that these differences in emphasis might be 
systematically related to other characteris- 
tics. For this reason, an alternative method 
which served to categorize persons accord- 
ing to which of these 2 aims they judged to 
be among the 3 most important. The dis- 
tribution of persons in the 4 resultant groups 
are presented in Table 3. 

With the exception of “Y” attendants, the 
proportions of persons rating either nursing 
care or therapy as among the 3 most im- 
portant aims of a mental hospital are rela- 
tively equal (columns 5 and 6). However, 
a large number give this rating to only one 
of the aims rather than to both. This sup- 
ports the inference drawn from the interview 
that orientations to these 2 aims may be 
somewhat independent of each other. There- 
fore the original conception of the unitary 
nature of this commitment must be revised. 
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TABLE 3 


THE RELATION BETWEEN JUDGMENTS OF NURSING 
CARE AND THERAPY AS Major AIMS OF A 
MENTAL HospPITAL 


(Number of persons rating an aim as among the 3 
most important aims)* 


Neither 
aim 
Total 
percent 
therapy 
Total 
percent 
~ nursing 


WANWORKHHSE 
n 


g 


72.0 
70.6 
728 
42.9 
71.4 
60.9 


Technician-Y .. 
Attendant-X ... 
Attendant-Y ... 12 
All groups-X... 15 
All groups-Y... 31 71.9 
All groups-X+Y 46 15 68.1 

* The required information for 2 nurses and 1 attendant 
at hospital “X” was not ascertainable from the interview 
and these cases have been omitted from analyses based on 
this classification. 


Individuals may be committed to either or 
to both or to neither of the aims of nursing 
care and therapy. 

These 4 groups will be kept distinct in the 
following analyses. Group I refers to those 
who place both aims among the top 3 ; Group 
II to those who place only therapy among 
the top 3; Group III for nursing care only ; 
and Group IV for those who place neither 
in the top 3. These will be referred to as 
goal-orientation groups. 

Individuals who are committed to both care 
and rehabilitation of patients are expected 
to be least concerned with their custody and 
control (defined by 3 aims: making sure pa- 
tients don’t hurt personnel, are not released 
if there’s danger of trouble, and do not 
escape from the hospital). 

Table 4 and Fig. 1 (which presents per- 
centages derived from Table 4) tend to 
support the hypothesis about the inverse re- 
lation between these 2 sets of aims. Indi- 
viduals committed to both nursing care and 
therapy place the least emphasis on custody 
and control, while those not committed to 
either care or therapy place the most empha- 
sis on these aims (the chi square comparing 
only these 2 groups is 6.99 **). A commit- 
ment to either care or therapy alone leads to 
a middle position between these 2 extremes. 

Since no restrictions were placed on the 
total number of aims a respondent might rate 


TABLE 4 


THE RELATION OF COMMITMENTS TO THE CARE 
AND/oR THERAPY OF PATIENTS TO JUDGMENTS 
or Custopy AND CONTROL 


(Number of persons judging custody and control 
aims as “extremely” important) 
The number of custody and 
control aims rated as 
“extremely” important 
Goal-orientation 
group 20r3 
I II 4 
Il 7 5 
III 6 
IV 3 3 
Chi Square = 1.574 


12 


Hospital X.... 


I 19 
II 9 
Ill 15 
IV I 


Hospital Y.... 


7 
18 
8 


Chi Square = 7.536 
Both Hospitals 
Combined 


- Chi Square = 7.608(p. < .10) 
as “extremely” important, any differences 
between groups for a specific aim or set of 
aims might reflect this general tendency 
rather than point to an actual difference. 
Groups I and IV are found to be quite simi- 
lar with regard to the total number of aims 
rated as “extremely” important (means re- 
spectfully of 7.04 and 7.2). It appears, there- 
fore, that the goal-orientation groups differ 
from each other in the substantive content 
of the hospital aims judged as “extremely” 
important. 

This confirmation of theoretical expecta- 
tions supports the assumption that evalua- 


Y 
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Goal-Ovrentation Groups 
Fic. 1.—The relation of commitments to the care 
and/or therapy of patients to judgments of custody 
and control. (Percentage judging 2 or 3 custody 
and control aims as “extremely” important.) 
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AWARDS FOR OUTSTANDING EFFORTS BY OCCUPATIONAL GROUPS 


HOSPITAL X HOSPITAL Y 


VEAN 


3.9 -8 


ATTENDANT 
2.7 
1.6 
4.4 


ALL GROUPS 


2.5 


MEAN NUMBER OF AWARDS 


AWARDS FOR - BEBE PROVIDING PLEASANT WARD LIFE 
NURSING CARE RAISING PROFESSIONAL STANDARDS 
BQ RECOVERY & REHABILITATION OF PATIENTS [777 FRIENOLINESS & COOPERATION 


GBB FOR NURSING CARE, RECOVERY & IMPROVING HOSPITAL EFFICIENCY 
REHABILITATION 


Fic. 2.—Judgments of hospital aims as personal goals by different groups of ward personnel. (Mean 
number of awards desired for outstanding efforts on behalf of various hospital objectives. ) 
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tions of the importance of nursing care and 
therapy as hospital aims provide some meas- 
ure of commitment to these aims. An equally 
important test of this assumption involves 
an examination of the relations between this 
question at the level of organizational goals 
and the commitment question at the level of 
personal goals. 

The major finding illustrated in Fig. 2 is 
that the nurses and technicians of hospital 
“X” are more strongly committed, at the 
level of personal goals, to the recovery and 
rehabilitation of patients than are those at 
“Y.” On the other hand all the groups, both 
within and between hospitals, tend to be 


relatively equal in their commitment to nurs- 
ing care (with the exception of the relatively 
high mean for “X” attendants). The rather 
marked differences between hospitals which 
appear when these 2 aims are combined are 
therefore almost entirely a function of the 
generally higher commitment to therapy at 
hospital “X.” 

The evidence in Fig. 3 is rather similar 
in indicating that the differences among the 
4 goal-orientation groups are largely a func- 
tion of differences on the aim of rehabilita- 
tion alone. Differences in commitment at this 
level of personal goals among the goal- 
orientation groups are reduced when both 


GROUPI 


1 
2 4 5 
MEAN NUMBER OF AWAROS 


AWARDS FOR OUTSTANDING EFFORTS BY 
GOAL ORIENTATION GROUPS 


MEAN 
SCORES 


GROUP I 


GROUP Iv 


MEAN NUMBER OF AWARDS 


AWARDS FOR- 
NURSING CARE 
EY RECOVERY & REHABILITATION OF PATIENTS 


For NURSING CARE, RECOVERY & 
REHABILITATION 


PROVIDING PLEASANT WARD LIFE 
(--] RAISING PROFESSIONAL STANDARDS 
FRIENDLINESS & COOPERATION 
IMPROVING HOSPITAL EFFICIENCY 


Fic. 3.—The relation between judgments of hospital aims as organizational goals and as personal 
goals. (Mean number of awards desired by 4 goal-orientation groups for outstanding efforts on behalf 


of various hospital objectives.) 
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aims are combined (e.g., the F-ratio for dif- 
ferences for the combined aims is 2.66, barely 
missing the .05 significance level, but the F- 
ratio for the recovery and rehabilitation aim 
is 4.91, well beyond the .o1 significance 
level). 

To determine the consistency between the 
2 measures of commitment, one must ex- 
amine how individuals in the 4 goal-orienta- 
tion groups differentially allocate their 
awards to nursing care and rehabilitation. 
The highest number of awards for rehabili- 
tation are desired by Group II persons, who 
rated therapy but not nursing care as among 
the 3 most important aims of a mental hos- 
pital. Group III, who had the reverse pat- 
tern with regard to organization goals, are 
here highest in their desire for nursing care 
awards. Individuals who judged both aims 
as among the 3 most important, Group I, are 
in a balanced middle position, i.e., they want 
more awards for rehabilitation than those in 
Group III but fewer than those in Group II, 
and more awards for nursing care than those 
in Group II but fewer than those in Group 
III. The only inconsistent element comes 
from persons in Group IV who thought 
neither aim was among the 3 most important. 
At the level of personal goals, however, this 
group desires more awards for nursing care 
than Group II and almost as many as 
Group I. Their low total for both aims is 
entirely a function of their relative lack of 
personal interest in recovery and rehabili- 
tation. 

All in all, it is believed that the findings 
presented in Fig. 3 show a marked con- 
sistency between the measure of commitment 
at the level of organizational goals and that 
at the level of personal goals. With this re- 
sult and those presented previously (Table 4 
and Fig. 1) an affirmative answer may be 
given to the central question of this paper. 
The 2 measures of commitment are con- 
sistent with each other. This will permit the 
use of these questions, in further analyses, 
as indices of an individual’s commitment to 
the care and/or rehabilitation of psychiatric 
patients. 


DISCUSSION 


The explicit methodological emphasis in 
the present report has occasioned the rela- 


tive neglect of substantive issues. However, 
inasmuch as the study is concerned directly 
with the motivations of psychiatric person- 
nel, it seems appropriate to comment briefly 
on some of the more important substantive 
questions raised by the findings. 

Nursing personnel at hospital “X” seem 
to be more concerned with therapy as a per- 
sonal goal than are personnel at “Y” (Fig. 
2). This difference is most marked for 
nurses and least marked for attendants (for 
whom there is an actual though insignificant 
reversal of this tendency). On a priori 
grounds one might have expected the nurses 
to be the more homogeneous group. The 
reverse finding suggests that the differences 
in orientation derive from differences be- 
tween the hospitals themselves. It may be 
that nurses with different orientations to 
therapy are differentially recruited and re- 
tained in the 2 hospitals or that the hospital 
atmosphere in “Y” has tended to hinder the 
development of a therapeutic orientation. 
The history of “Y” as a “custodial” institu- 
tion would seem to fit with this interpreta- 
tion. The positive outlook of the new ad- 
ministration had not yet become, at the time 
of these interviews, an important component 
of the orientations of “Y” personnel. 

Differences among the occupational groups 
show up much more strongly than do differ- 
ences between the hospitals. More accu- 
rately, it is the attendants, by their de- 
emphasis on therapy and their emphasis on 
custody and control, who consistently differ 
in commitment pattern from the other 2 oc- 
cupational groups (Tables 1 and 2, Fig. 2).® 
There is some indication that differences of 
this kind are even sharper between tech- 
nicians and attendants than between nurses 
and attendants (although this may be true 
only for hospital “Y”). All the analyses em- 
phasize the strong similarity between nurses 
and psychiatric technicians. This may be 
important to hospital administrators and for 
hospital personnel policy in indicating that 
even a relatively short period of training (in 
this case, 1 year) may be sufficient for the 
development of orientations toward patients 


6 Other reports will deal with the relation of these 
commitment patterns to the objective job respon- 
sibilities of the different groups. 
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as positive as those held by the more well- 
trained nurses. 

Only about one-third of all individuals 
judge both adequate nursing care and a good 
therapeutic program to be among the 3 most 
important aims of a psychiatric hospital 
(Table 3). A considerably larger group ac- 
cepts only one or the other of these aims as 
among the most important. It may be hy- 
pothesized that different factors are operative 
for those who are primarily therapy-oriented 
(Group II) than for those who are primarily 
nursing care-oriented (Group III). For ex- 
ample, it appears that the former group tends 
to view nursing care as a rather static and 
custodial form of treatment and seems to be 
saying that it should not be too strongly em- 
phasized. On the other hand, the nursing 
care-oriented group does not appear to have 
incorporated in its outlook current concep- 
tions of the therapeutic function of the hos- 
pital. If these different factors are involved 
then different action programs are necessary 
if both groups are to be brought to an ac- 
ceptance of both aims as among the “most 
important” ones. 

One next step in further research lies in 
isolating the determinants of the commit- 
ment patterns described here—determinants 
which reside in both the personality of the 
individuals and the social structures of the 
hospitals. Future reports of this study will 
deal with these topics. 


SUMMARY 


This study takes for granted that the wel- 
fare and recovery chances of patients in psy- 
chiatric hospitals are dependent, to a con- 
siderable extent, on the motivations and 
behavior of nursing service personnel. An 
approach to research on this problem which 
takes as its focus the personal involvement 
of ward personnel in the positive hospital 
goals of nursing care and rehabilitation is 
proposed. The concept of commitment is 
developed to describe this motivational 
pattern. 

This first report of an intensive study of 


the motivations of ward personnel in 2 state 
psychiatric hospitals is primarily concerned 
with the measurement of commitment. Two 
questions were constructed for this purpose. 
One asked for evaluations of the aims of 
nursing care and rehabilitation as hospital 
goals and the other for evaluations of these 
aims as personal goals. 

The original assumption that commitment 
to these 2 hospital goals is a unitary dimen- 
sion finds no support in the results: It ap- 
pears that individuals may be committed to 
both, either, or neither of the aims of nurs- 
ing care and rehabilitation. 

The 2 questions are found to be consistent 
with each other. It is held that this justifies 
their continued use in further work as indices 
of an individual’s commitment to the nursing 
care and/or rehabilitation of patients. 
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THE DESIRABILITY OF CERTIFICATION OF ADMINISTRATORS OF 
HOSPITALS AND SCHOOLS FOR DEFECTIVES * 


M. A. TARUMIANZ, M.D., Farnuurst, De. 


It is indeed a great privilege to appear 
before this group of members of the Ameri- 
can Association on Mental Deficiency, and 
to present informally the reasons why 
administrators of schools and centers for 
mental defectives should seriously consider 
certification by The American Psychiatric 
Association. 

The magnitude of the problem of the men- 
tally retarded is brought home by the fact 
that we have an estimated total of I to 5 
million retarded individuals in our country. 
The influence of humane concepts has re- 
moved many prejudices concerning mental 
deficiency. However, our educational and 
economic systems are constructed on the 
requirements of conceptual cleverness. In- 
dividuals with less potential intellectual 
endowment go through life with a serious 
handicap. “Mental deficiency” and “feeble- 
mindedness” are terms used very much as 
“insanity” and “lunacy” were in the eight- 
eenth and nineteenth centuries. However, 
through the efforts of modern psychiatry the 
terms “insanity” and “lunacy” have largely 
been eliminated from the medical vocabulary, 
although the courts of justice have retained 
the outmoded terminology and consider this 
the only basis for legal commitment of the 
mentally ill to a mental hospital. 

We have been accustomed to recognizing 
2 groups of persons who can and must be 
distinguished. One group consists of indi- 
viduals so markedly deficient that they would 
stand out as defectives in any kind of human 
community. They are not only intellectually 
deficient but defective in every sphere of 
mentation. The other group is made up of 
persons whose limitations are definitely re- 
lated to the standards of the culture which 
surrounds them. In a less complex civiliza- 
tion they would have no trouble in attaining 
and retaining equality of realizable ambi- 
tions. They can succeed in many ordinary 


1 Read at the annual meeting of the American 
Association on Mental Defectives, Atlantic City, 
N. J., May 19, 1954. 


types of work. However, according to our 
standards, people of limited intelligence and 
schooling have low ratings in both remunera- 
tion and public esteem. The individuals of 
the second group are not truly feebleminded. 
Their shortcoming is an inability to comply 
with the intellectual requirements and stand- 
ards of society. Dr. Leo Kanner classifies 
the latter group as “intellectually inade- 
quate.” 

The public supervision of the feebleminded 
depends on several important factors which 
to this day remain largely unsolved. One 
of these is the definition of mental deficiency. 
While the method of psychometric measure- 
ment has proved valuable, much remains to 
be done to increase its effectiveness in clini- 
cal diagnosis. It is not so much the refine- 
ment of the tests themselves as the manner 
in which they are interpreted that seems to 
matter. Furthermore, as long as there is no 
scientific definition of intelligence or native 
capacity, the obtained measurements will al- 
ways remain ambiguous in relation to mental 
deficiency. 

Thus, in spite of mental tests and in- 
creased social organization, the scope of the 
problem of the mental defective can only be 
guessed at. At the present time I am afraid 
we are apt to be a little oversold on the so- 
called results of intelligence tests. As I see 
it, intelligence can be divided roughly into 3 
types: the abstract type, the mechanical or 
performance type, and social intelligence. It 
is the latter that is the most important. It 
is impossible to say what the specific defect 
is and how it is transmitted. It will require 
the combined efforts of all institutions and 
research workers in this field to assemble the 
information from the entire field if we are 
ever to arrive at any satisfactory solution to 
this problem. 

“A survey of patients with severe dis- 
orders of mentation indicates that we are 
dealing with an ‘organic’ brain syndrome in 
which the failure of mentation is due to fac- 
tors that interfere with the proper function- 
ing of the central nervous system.” Though 
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the problems of individuals with mental de- 
ficiency are fundamentally of medical-bio- 
logical origin, the approach of scientific 
research has been rightfully of the multidis- 
ciplinary type. This type of approach has 
been accepted in the past 20 years and it 
should continue if we are going to have a 
solution to the problem. At the present time 
we have merely improved diagnostic methods 
for the selection of cases to be studied, and 
various medical and psychological tests have 
been refined to a greater extent than ever 
before. Various new treatments of individual 
patients have been organized and various 
facilities such as electroencephalography and 
electromyography have been utilized for the 
study of cases. Indeed, valuable studies have 
been made in neurophysiology and neuro- 
pathology including studies in cerebral cir- 
culation ; biochemical studies of nutrition and 
endocrine and metabolic relationships have 
added to a better understanding of certain 
types of deficiency states. All these advances 
of the last few years have a direct bearing 
upon the study of constitutional and environ- 
mental factors in mental deficiency. 

It is hardly necessary for me to emphasize 
that there is an important consideration in- 
volved in the differential diagnosis between 
mental deficiency and mental retardation. 
The latter is caused by numerous organic 
disorders as well as environmental condi- 
tions and when the retarding factors are dis- 
covered early in life and removed, the child 
has a very good chance to return to normal 
intellectual capacity. To make a diagnosis 
of mental deficiency is a serious matter and 
it should never, as mentioned previously, be 
done on the basis of any single test. 

It is obvious that diagnostic facilities and 
techniques are most important factors in the 
prognosis and treatment of such cases. In 
short, a school for retarded and defective 
children should fundamentally be a psychi- 
atric medical center with highly trained 
multi-discipline staff members to assume the 
responsibility of proper diagnosis, treatment, 
and the training of those who are still sal- 
vageable for society. The school or center 
should be so well organized with professional 
personnel to run various departments as to 
enable the school or center to be approved 
for the care and treatment of patients as 


well as for the training of professional per- 
sonnel and the carrying out of research. 

These are my reasons for advocating that 
every school and center for mental defec- 
tives be under the direction of a well-quali- 
fied psychiatrist-administrator who has been 
trained in this field. “The American Psychi- 
atric Association has held from its beginning 
in 1844 that the chief executive officer of a 
mental hospital * should, in addition to the 
other qualifications he must have, be a physi- 
cian adequately trained in the specialty of 
psychiatry. The Association regards as un- 
sound, attempts to separate the ‘administra- 
tive’ from the ‘medical’ aspects of mental 
hospital operations, together with corollary 
proposals that physicians should confine their 
responsibility to the latter. The Association 
believes that all mental hospital operations 
bear a direct relationship to the therapeutic 
progress of patients, and accordingly that 
only a physician may assume total responsi- 
bility for them. Its position is set forth with- 
out prejudice to that large body of laymen 
who serve as skilled and indispensable execu- 
tive assistants to the physician-administra- 
tors of the mental hospitals of the area cov- 
ered by the membership of the American 
Psychiatric Association.” 

In 1951, a group of leading mental hos- 
pital administrators advised the Council of 
the Association that if, in their opinion, this 
position were to be maintained successfully, 
it was incumbent upon the Association to 
consider how mental hospital administration 
could be improved ; how suitable recognition 
could be given to superintendents of experi- 
ence and stature; how physicians could be 
certified as qualified in this field; and how 
this specialized area of medical practice could 
be made more attractive to young psy- 
chiatrists. 

Council responded by authorizing the 
President to appoint an ad hoc committee to 
study these problems. The Committee was 
continued a second year by President Cam- 
eron. Through correspondence, conference, 
and questionnaires the Committee thor- 
oughly investigated the questions of training 


*A mental hospital is defined, for the purposes 
of this Committee, as any hcspital, center, school, 
or other institution predominantly psychiatric in 
function. 
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standards and optimal qualifications for men- 
tal hospital administrators and methods of 
certifying them as qualified. 

On the basis of this Committee’s recom- 
mendations, the Council and members of the 
Association on May 6, 1953, approved the 
establishment of a permanent Committee on 
Certification of Mental Hospital Administra- 
tors. The members of the Committee were 
appointed shortly thereafter by the President. 

“Organization of the Committee—The 
Committee on Certification of Mental Hos- 
pital Administrators is composed of a Chair- 
man and g members, 3 consultants, and a 
secretary. Each of the g members is ap- 
pointed for 3 years in such a manner that 
3 new members replace 3 former members 
each year. As with all standing committees 
of the Association, the members and con- 
sultants are appointed by the President. The 
chairman and the secretary are elected an- 
nually by the 9 members; both must be Fel- 
lows of the Association and not currently 
members of the Committee. The Committee 
meets and conducts examinations as needed 
at times and places announced in advance in 
the AMERICAN JOURNAL OF PsyCHIATRY and 
other professional journals. 

“General Requirements for Applicants.— 
Each applicant for a certificate must establish 
that: (1) He is a physician licensed to prac- 
tice medicine, and a graduate of a medical 
school acceptable to the Committee. (2) He 
is of acceptable ethical and professional 
standing. (3) He is at the time of applica- 
tion a Fellow of The American Psychiatric 
Association. Exception to this requirement 
may be made at the discretion of the Com- 
mittee for good and sufficient reasons. 
(4) He has received adequate training in 
psychiatry, or neurology, or both, as a spe- 
cialty of medicine. 

“Certification by the American Board of 
Psychiatry and Neurology, Inc., or, in the 
case of Canadian applicants, by the Royal 
College of Physicians and Surgeons of Can- 
ada, as a specialist in psychiatry, or neu- 
rology, or both, is desirable but not required. 


CLASSES OF APPLICANTS 


“Class I.—Psychiatrists who were gradu- 
ated from an approved school of medicine 
prior to June 30, 1938; who are Fellows of 


The American Psychiatric Association, and 
are currently mental hospital administrators, 
or assistant mental hospital administrators, 
will not be held to the strict interpretation 
of the published requirements in formal grad- 
uate training. Psychiatrists who are Fellows 
of The American Psychiatric Association 
who are not currently mental hospital ad- 
ministrators, or assistant mental hospital 
administrators, but who have served a period 
of at least 3 years as mental hospital admin- 
istrators, in the past, and who submit evi- 
dence satisfactory to the Committee will not 
be held to the strict interpretation of the 
published requirements in formal graduate 
training. 

“Class II.—Psychiatrists who were gradu- 
ated from an approved school of medicine 
prior to June 30, 1938, and who are Fellows 
of The American Psychiatric Association, 
but who are not currently mental hospital 
administrators, or assistant mental hospital 
administrators, but who, upon presentation 
of their credentials, indicate a minimum of 
3 years’ experience in the field of mental 
hospital administration may be admitted to 
the examination. 

“Class IIT.—Psychiatrists who were grad- 
uated from an approved school of medicine 
during the period from June 30, 1938, to 
June 30, 1947, who are Fellows of The 
American Psychiatric Association, and who 
have had a minimum of 3 years’ experience 
in the field of mental hospital administration, 
and have had other training and experience 
satisfactory to the Committee, may be ad- 
mitted to the examination. 

“Class IV.—Psychiatrists who were grad- 
uated from an approved school of medicine 
after June 30, 1947, who are Fellows of The 
American Psychiatric Association and who 
have had a minimum of 3 years’ experience 
in the field of mental hospital administra- 
tion, plus a minimum of one academic year 
of formal training, or its equivalent, in the 
various aspects of mental hospital adminis- 
tration of a kind and quality acceptable to 
this Committee, may be admitted to the 
examination. 


EXAMINATIONS 


“Dates and places of examinations will be 
determined by the Committee and will be 
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announced in publications available to all 
Fellows of The American Psychiatric Asso- 
ciation. The place of such examinations will 
be determined by the geographical needs of 
the candidates. Although the purpose of this 
examination is to evaluate the qualifications 
of the candidate in mental hospital admin- 
istration, it must not be forgotten that this 
medical discipline constitutes part of the 
broad field of psychiatry and neurology and 
of general medicine. The examinations will 
be of a type that no adequately trained per- 
son will fail, yet they will be sufficiently 
searching to enable the Committee to differ- 
entiate properly qualified mental hospital ad- 
ministrators from those who are not.” 

Detailed information for applicants can 
be found in the Rules and Regulations of The 
American Psychiatric Association Commit- 
tee on Certification which may be obtained 
from the Executive Offices, C. N. Baganz, 
Secretary, Veterans Administration Hospi- 
tal, Lyons, New Jersey. 

It is my personal opinion that our mental 
hospitals and schools for defectives have 
been neglected to such an extent, and ad- 


vances have been so meagre compared with 
other areas of our human life, that something 


drastic must be done to make the general 
public conscious of our needs as places for 
more than custodial care. I am sure that this 
statement applies to most of the public agen- 
cies having charge of the mentally ill and the 
mentally retarded. The general hospitals 
throughout the country were in similar con- 
dition up to 1917 when the rating of hospi- 
tals then became based on a yardstick of 
standards which was established by the medi- 
cal profession through its national organiza- 
tions. A yardstick of standards has now been 
established for public mental hospitals. 
Within a short time we shall have approval 
of standards for private mental hospitals. I 
hope there will be organized a yardstick of 
standards for institutions and schools that 
care for mental defectives. 

It is my suggestion that those who are 
Fellows of The American Psychiatric Asso- 
ciation and have the qualifications as men- 
tioned above apply for certification. In con- 
clusion may I say that there is nothing 
personal against administrators who are not 
psychiatrists, and I am sure that an unquali- 
fied psychiatrist is certainly a worse admin- 
istrator than a qualified layman who has had 
training in hospital and center administration. 
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In view of the almost universal shortage 
of trained personnel in state hospitals, cou- 
pled with a similar shortage of bed space, 
many institutions have adopted the policy of 
refusing alcoholic patients admission for 
hospital care. In hospitals that are accepting 
them, the impression of most disciplines has 
been that the alcoholic is present in almost 
overwhelming numbers. A study was car- 
ried out at the Manteno State Hospital to 
determine what portion of the case load was 
actually alcoholic and some of the results 
obtained were so contrary to popular notion 
that it was decided to make these findings 
public. A survey of recent literature reveals 
a marked paucity of material relating to this 
particular aspect of alcoholism. This statis- 
tical study included such factors as sex, type 
of admission, diagnostic classification, and 
frequency of admission. The figures thus 
obtained pertain to a large mental hospital 
within commuting distance of a very large 
metropolitan area. 

This investigation was prompted by the 
possibility that our policy of admitting al- 
coholic patients was causing too serious a 
drain on personnel and bed space, and was 
detracting from services which might be 
rendered to other classes of patients. The 
behavior of the alcoholic patient in the men- 
tal hospital setting where considerable free- 
dom is the rule and their active participation 
in the industrial programs a major factor in 
treatment, has given rise to many miscon- 
ceptions which are held by members of all 
disciplines. Because the alcoholic patient 
generally holds the industrial assignments 
which allow the greatest latitude, or require 
the greatest contact with the staff, it is gen- 
erally believed that he is a more important 
problem in the hospital, in terms of num- 
bers, than he actually is. This impression is 
further supported and augmented by the 
fact that the alcoholic in a single day may 


1Formerly assistant superintendent, Manteno 
State Hospital. 

2Formerly administrative aide, Manteno State 
Hospital. 


A STATISTICAL STUDY OF THE ADMISSION OF ALCOHOLIC 
PATIENTS TO A LARGE MENTAL HOSPITAL 


PAUL E. FELDMAN, M.D.,1 ann ELIAS COHEN 2 
Topeka, KAn. 


see his attendant, his ward detail supervisor, 
his chaplain, psychiatrist, social worker, and 
other hospital officials in order to secure 
some particular favor or reach some desired 
objective. This situation is further magnified 
by the fact that the alcoholic does actually 
represent a very substantial proportion of 
the total number of admissions to the hos- 
pital. 

The period of January 1948 through De- 
cember 1952 was selected at random for 
study, and admissions during that time to- 
talled 13,186. Of these 4,090 admissions 
were classified as some form of alcoholism ; 
this amounts to approximately 30% of the 
total admissions. However, on any given 
day during this period, the number of pa- 
tients, diagnosed as some form of alcohol- 
ism, actually in hospital residence, never 
amounted to more than 5% of the resident 
population of 7,000-8,000 patients. During 
this period, for the purpose of this study, 
limited data were collected on each alcholic 
admission. Four thousand and ninety pa- 
tients received a primary diagnosis of some 
form of alcoholism. Patients in whom the 
alcoholism might be secondary, i.e., manic 
depressive reaction with superimposed al- 
coholism, schizophrenic reaction with alco- 
holism, etc., were excluded from the study. 

The following 4 categories were defined 
for each admission: (1) Sex. (2) Diagnos- 
tic Classification: (a) chronic alcoholism, 
without psychosis; (b) alcoholic psychosis 
with deterioration; (c) alcoholic psychosis, 
delirium tremens; (d) alcoholic psychosis, 
other types (Korsakow’s Syndrome, etc). 
(3) Chronological admission for the patient, 
each admission being tabulated. This study 
was not made in terms of numbers of pa- 
tients, therefore there might be 20 admissions 
for a single individual, but each admission 
would be recorded as the first, fifth, etc., as 
the case might be. (4) Type of Admission: 
(a) voluntary; (b) committed. 

The cumulative percentage of male and 
female alcoholic admissions indicates that 
the vast majority of all admissions occurs 
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within the first five admissions. Of the 
4,090 alcoholics admitted to this hospital 
during the period under study 3,359 or 
82% were in their fifth admission or less. 
The cumulative total through the tenth ad- 
missions was 3,758 or 92%. It is obvious 
that less than 20% of all alcoholics have ex- 
perienced more than 5 admissions. The ques- 
tion may be raised, if there were 1,792 first 
admissions and only 751 second admissions, 
where did the 1,041 who failed to come into 
the hospital for the second time go? If we 
assume that some of them have been ad- 
mitted to other hospitals, by like reasoning 
we can presume that alcoholics who had 
their first admission elsewhere would have 
had their second admission to Manteno. As 
has already been indicated, the drop in ad- 
missions is rapid through the tenth admis- 
sion, and although there has been no follow- 
through on an individual basis, it does not 
appear unreasonable to assume that large 
numbers of alcoholics do not find their way 
back into mental hospitals. Whether these 
who have not returned have “recovered” or 
are subsisting on some other basis, cannot 


be determined by this study.. 

A statistical breakdown by major diagnos- 
tic categories is given in Table 1. 

Significant differences appear between the 


male and female admissions: of the alco- 
holic psychoses (all forms) 58% were fe- 
male and 41% male; with alcoholic de- 
terioration, 42% female and 28% male. 
An examination of the percentage dis- 
tribution of major diagnostic classifications 
of successive alcoholic admissions indicates 
differences in the relative importance of a 
given classification at different points on the 
continuum. Although cases of delirium tre- 
mens are only a small proportion of the total 
number of adrnissions (128 or 4%), it is 
interesting to note that in the 5-year period 
there was only one beyond the 12th admis- 


TABLE 1 


BREAKDOWN By Major D1aGNnostic CATEGORIES 


With psychosis 
Alcoholic deterioration 
Delirium tremens 


sion, and this occured at the 16th. In fact, 
there were 120 of the 148 admissions for 
delirium tremens which occured in the Ist 
and 2nd admissions. Table 2 tabulates the 
differences in the distribution of diagnostic 
classifications at the 1st, 5th, roth, 15th and 
20th admissions. 

Although the percentage of delirium tre- 
mens admissions for male and female pa- 
tients is exactly the same (4%), the dis- 
tribution by admissions is significantly dif- 
ferent. Among the male alcoholics, 107 or 
72% were admitted in the first or second 
admissions, whereas the female distribution 
was more even and only 65% were admitted 
in a similar number of admissions. 

The greatest number of admissions for a 
single individual during this 5-year period 
was 45 for a male alcoholic. On the other 
hand, there were no female alcoholic ad- 
missions beyond the 22nd. As might be 
expected, there is a large percentage of total 
female admissions during the first 5 admis- 
sions (89% between the Ist and 5th admis- 
sions), as compared with the male alcoholic 
admissions (81%). 

Table 3 indicates the percentage distribu- 
tion of major diagnostic classifications of 
female alcoholics at different admission 
points. 

If it is presumed that admissions with 
psychosis represent a condition of greater 
severity than one without psychosis, and 
that there is a greater proportion of females 
admitted with psychosis than males, the 
percentage distribution between commit- 
ment and voluntary admissions should fol- 
low a similar pattern by sex, i.e., females 
should show a greater percentage of com- 
mitment admissions. This does occur: 19% 


TABLE 2 


PERCENTAGE DISTRIBUTION BY D1AGNosTiIc CLASSI- 
FICATION ON ALL ALCOHOLIC ADMISSION 1/48 
TO 12/52 AT THE IST, 5TH, IOTH, I5TH, AND 20TH 
ADMISSIONS 
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PERCENTAGE DistrIBUTION BY D1aGNnostic CLAsstI- 
FICATION, FEMALE ALcoHOLics 1/48 To 12/52 AT 
THE IST, 3RD, 6TH, 9TH, AND IOTH ADMISSIONS 
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of all female alcoholic admissions compared 
with 44% of the males were voluntary. It 
is interesting to note that, contrary to popu- 
lar notion there is a 64-40 split between 
commitment and voluntary admissions on an 
over-all basis, in favor of commitment. In 
other words, of the 4,090 admissions, 2,460 
entered via commitment proceedings, where- 
as 1,630 entered of their own volition. 
There is a significant increase in the per- 
centage of voluntary admission as the num- 
ber of admissions increases. This holds true 
for both sexes and is illustrated in Table 4. 


TABLE 4 


PERCENTAGE DISTRIBUTION OF VOLUNTARY AND 
CoMMITMENT ADMISSIONS FOR MALE AND 
FEMALE ADMISSIONS 


Male Female 


* Number of admissions too small to be significant. 


SUMMARY 


1. Male alcoholic admissions outnumber 
females 4 to I. 

2. One of each 4 male alcoholic admis- 
sions comes in voluntarily. One of each 8 
female alcoholic admissions does so. 

3. Sixty-one per cent of all male alcoholics 
were classified “with psychosis” ; 76% of all 
female alcoholics were so classified. 


4. The percentage of voluntary admis- 
sions for both sexes increases significantly 
with the frequency of admission. 

5. The percentage of patients classified 
“with psychosis” increases in voluntary male 
admissions with the frequency of admission: 
20-26-69-50-86%. The percentage of pa- 
tients dagnosed “with psychosis” remains 
fairly stable in committed male admissions : 
69-71-50-66-66%. The percentage of pa- 
tients classified “with psychosis” remains 
uniformly high in all female admissions: 
65 to 90%. 

6. Of 32 admissions classified “acute hal- 
lucinoisis” (male and female), only 2 were 
voluntary. 

7. Of 21 patients classified “delirium tre- 
mens” (male and female), only 1 was volun- 
tary. 
8. Of 43 patients classified “with other 
forms of alcoholic psychosis” (chiefly patho- 
logical intoxication), only 3 were voluntary. 

9. Of 245 patients classified “psychosis, 
alcoholic deterioration” (male and female), 
42 were voluntary admissions. 

10. Of 184 patients classified “without 


psychosis” (male and female), 63 were vol- 


untary. 


CONCLUSION 


The alcoholic patient creates a marked 
problem insofar as he increases the case- 
load of the admitting services by approxi- 
mately 30%. However, in terms of the total 
bed capacity of the institution, at no time 
does he occupy more than 5% of all hospital 
beds. 

Four male alcoholics are admitted to each 
female alcoholic. 

There is a significant difference in the 
sexes as to the type of admission. Approxi- 
mately twice as many males enter volun- 
tarily as do females. 

There is a significantly higher percentage 
classified “with psychosis” among female 
alcoholics. 

The percentage of voluntary admissions 
increases with the frequency of admission, 
in both sexes. 

The percentage of voluntary admissions in 
such disorders as delirium tremens, acute 
hallucinosis, etc. is extremely low. 
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PSEUDOREVERSIBILITY OF CATATONIC STUPOR’ 
ERWIN W. STRAUS, M.D., ano RICHARD M. GRIFFITH, Px.D.,2 Lexincton, Ky. 


Catatonia was presented by Kahlbaum in 
1874 as a nosological entity, a brain disease 
of a specific kind(11). Kahlbaum, therefore, 
did not confine himself to a mere description 
of those symptoms which we still enumerate 
under the heading of a catatonic type of 
schizophrenic reaction ; he went further and 
tried to give an explanation of the catatonic 
disturbances. His theory is embodied in the 
title of his book, Katatonie oder das Span- 
nungs-Irresein. While Katatonie has been 
accepted as a psychiatric term, the second 
part of the title is not easily translated. The 
word Spannungs-Irresein may be best repre- 
sented—preserving the style of the period— 
through “tension-” or “tone-vesania.” As 
these terms reflect the psychiatric tendencies 
prevailing in Kahlbaum’s epoch, a few words 
about the historical background are appro- 
priate. 

We must not forget that the struggle be- 
tween somatogenic and psychogenic theories 
of psychoses extends far into the past. It is 
intimately related to the special topic of psy- 
chiatry. While medicine in general is con- 
cerned with man as a living organism and the 
disturbances of its biological functions, the 
basic theme of psychiatry is man as a citizen, 
or, more accurately, man failing as a citizen— 
man with whom no further communication 
is possible, who has become irresponsible and 
incompetent, whose civic rights may be sus- 
pended, who may be forced if not into 
treatment at least into custody by judge and 
jury. The loss of outer freedom appears to 
be necessitated by a preceding loss of inner 
freedom. It is therefore small wonder that 
one group of physicians should ascribe this 
loss of freedom to the soul and its passions, 
the other to the body and its disturbances. 
Today old arguments, of course with charac- 
teristic variations, are repeated in the dis- 
cussion between the dynamic and the biologi- 
cal schools of psychiatry. Toward the middle 


1 Read at the 110th annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo. May 
3-7, 1954. 

2From the Veterans Administration Hospital, 
Lexington, Ky. 
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of the last century the protracted fight ap- 
peared to be decided in favor of the somati- 
cists. Griesinger, in line with Rush, Combe, 
Voisin, Friedreich, and others, gave the terse 
formulation: Mental diseases are brain dis- 
eases. This thesis, far ahead of the knowl- 
edge of details, presented in a nutshell a 
program with no small demands on future 
research. It asked for a system of clinical 
syndromes or entities, related to the still un- 
born physiology of the brain, combined with 
the not yet existing pathology of the nervous 
system, and sustained by some kind of an- 
ticipated physiological psychology. With 
Broca’s observations, Hitzig’s experiments 
and Fechner’s psychophysics, decisive steps 
had been made, first in the field of basic sci- 
ences, to substantiate Griesinger’s ideas. 
Kahlbaum and his pupil Hecker(8), who 
gave the first description of hebephrenia, 
tried to enact on their part the clinical section 
of that extensive plan. In their attempt to 
single out specific nosological entities they 
used general paresis as their model, just as 
Kraepelin did later on. General paresis was 
impressive to psychiatrists a hundred years 
ago because in it there was found—at least 
once in the field of psychiatry—a disease 
with a specific etiology,’ symptomatology, 
course, and pathology. The fascination must 
have been very strong indeed, for Kahlbaum 
adhered very closely to the pattern estab- 
lished for the interpretation of general 
paresis. 

When Bayle (1822)(1), Delaye (1824) 
(5), and Calmeil (1826) (3), described the 
symptomatology and macroscopic pathology 
of general paresis, they shared the common 
psychiatric view that all psychoses followed 
the same course, running through 4 or 5 
stages of vesania: mania, melancholia, de- 
lirium, dementia. The term general paralysis 
was used not to designate an impairment of 


8 The French authors who gave the first descrip- 
tion of general paresis had not come to consider 
syphilis as a possible cause of paresis. Years went 
by until in 1857 Esmarch and Jessen pointed out 
this relationship(6). In a short time their hy- 
pothesis gained wide though not universal approval. 
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mental faculties but to indicate a paresis of 
all motor functions in cases of mental disease. 
Delaye(5) entitled his paper “Considerations 
about a Kind of Paralysis which Affects 
Especially the Insane.” (Considérations sur 
une espéece de paralysis qui affecte particu- 
ligrement les aliénés.) In other words, they 
assumed a combination of 2 syndromes, a 
psychosis combined with a general paralysis. 

Kahlbaum used the same scheme. He 
declared(11) : 


Catatonia is a brain disease, running in cycles, in 
which the mental symptoms present in sequence the 
picture of melancholia, mania, stupor, confusion, 
and finally dementia; besides these mental symp- 
toms—one or another of these five stages could be 
missing—there are found as essential symptoms 
disorders in the motor part of the nervous system 
with the general character of spasms (11) [trans- 
lation ours]. 


He described incomplete contractions, epi- 
leptiform and choreiform spasms; he com- 
pared verbigeration—a term coined by Kahl- 
baum—with clonic spasms, mutism with 
tonic spasms. To him speech disorders ap- 
peared to be a result of coordinated spasms 
of the speech pathways. In short, Kahl- 
baum described catatonic behavior as pre- 
senting a motor disturbance; akinetic and 
hyperkinetic movements, catalepsy and waxy 
flexibility, stupor and excitement, manner- 
isms and _ stereotypies are neurological 
symptoms. 

Kahlbaum’s tenets were soon accepted in 
their descriptive parts; his theoretical atti- 
tude, however, did not go long unchallenged. 
Bleuler, to mention only one outstanding 
authority, insisted that rigidity, catalepsy, 
and stupor are of psychic origin(2). Dy- 
namic psychiatry was inclined to follow 
Bleuler. Yet the observations made later on 
in the study of epidemic encephalitis and of 
the extrapyramidal motor system gave new 
impetus to a physiological theory of cata- 
tonia. Kieist tried to give an exact topology 
of catatonia(12). DeJong believed, with 
some vacillation, that he could reproduce 
catatonia with bulbocapnine(4). Strecker 
and Ebaugh mentioned that an extract of the 
pineal glands produced a similar effect(15). 
Others claimed to have found anomalies of 
tone or action potentials; some assumed a 
tone fixation of muscle without action cur- 
rent ; the similarity to shortening and length- 


ening reactions in decerebration was pointed 
out. Ransom(14), and later Gellhorn(7), 
related catatonic manifestations to cortico- 
hypothalamic disturbances. Hill reported 
anomalies of EEG in catatonia(9). 

While DeJong and Baruk used drugs to 
produce catatonic-like disturbances in normal 
animals(4), many of us have used sodium 
amytal or carbon dioxide to reduce the cata- 
tonic stupor. Both observations—the phar- 
macological production of catatonic stupor 
and its reduction—seem to confirm Kahl- 
baum’s idea that catatonic symptoms are di- 
rectly related to disturbances of certain motor 
elements or segments of the nervous system. 
Nielson and Thompson, for instance, think it 
most likely that “this salt [sodium amytal] 
alters the cell permeability of neurons. .. . 
Nerve cell membranes become more perme- 
able,” and because of this “in catatonic 
schizophrenia the stuporous patient usually 
awakens after the injection of about 5 grains 
of the drug(13).” This sounds plain and 
simple; but perhaps matters are somewhat 
more complex. Although the common clini- 
cal experience of sudden, unpredictable, 
transitory changes from stupor to action need 
not contradict this or similar assumptions it 
warns us not to accept them in haste. That 
sodium amytal should awaken a stuporous 
patient is certainly in sharp contrast with its 
usual narcotic effect. We may well wonder, 
therefore, whether the stuporous patient is 
actually in a sleep-like condition from which 
he could awake. 

Whenever one tries to give an explanation 
he must make sure of the facts he intends to 
explain. Catatonic behavior is obtrusive, it 
promptly fulfills our requirements for re- 
liable diagnostic symptoms. Furthermore, 
catatonic patients, because of their excite- 
ment or stupor, are usually seen under the 
limiting conditions of a disturbed ward. 
Contented for such reasons with the global 
aspect of catatonia, we are prone to overlook 
many important details. We realized this 
when we began to study catatonic expression 
in our photographic laboratory. 

Not satisfied with casual observations on 
the ward, we tested the responsiveness of 
catatonic patients to varying situations more 
systematically, only to discover a surprising 
regularity instead of capricious reaction. Our 
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experiments, we believe, confirm with con- 
clusive evidence the opinion that the cata- 
tonic symptoms are manifestations of a dis- 
turbance of action and not due to a direct 
impairment of the motorium. 

From our film library we have assembled 
some selections to illustrate the points under 
discussion. Photographic recording, superior 
in many but not in all respects to direct 
observation, offers the opportunity of pre- 
serving evanescent behavior for repeated and 
communal inspection. 

The first patient, Tim, is seen the day after 
his admission to the hospital. He is waiting 
just outside the admission staff room. This 
anteroom, somewhat remote from the general 
hospital traffic, is an environment less arti- 
ficial than the ward. As we wanted a record 
under the most natural conditions possible, 
we let things go as they would. 

On occasions like this we are quick to use 
the labels “stupor” and “withdrawal” and 
thereby may be blinded by our own words. 
This man, notwithstanding his frozen atti- 
tude and muteness, is not shut off from his 
environment; he segregates himself as a 
nonparticipant. If withdrawal means separa- 
tion and severance from all connecting ave- 
nues, he is not withdrawn, in spite of his 
stupor, but vigilant. Catatonic stupor should 
not be interpreted as a sleep-like condition ; 
this patient, though stuporous, is really alert. 
He keeps his eyes on the scene of events. 
While he permits a fly to crawl over his face 
without so much as twitching a muscle 
(Fig. 1), he responds with a suppressed 
smile to some remark of a passerby. At one 
point he throws himself back into position, 
as if he had just caught himself relaxing 
(Fig. 2). His rigid gaze finally yields to 
excessive blinking. 

In the following section the same patient 
is seen at lunch time in the doctor’s office. 
Seated behind a table he retains his rigid 
posture, ignoring the food. Waxy flexibility 
is easily demonstrated; his right cataleptic 
arm remains in position (Figs. 3, 4) as the 
sodium amytal injection is started. The 
needle still in the vein, patient begins to 


* The following section of the paper was written 
to be accompanied by a motion picture film. Single 
frames from the film have been enlarged for Plates 
I and IL. 


smack his lips, to grin, and to talk. “Keep it 
coming, Doc,” were his first words (Fig. 5). 
A few grains of the drug sufficed to turn him 
from one who refused food into a voracious 
eater (Fig. 6). There certainly had been no 
lack of hunger, no metabolic disturbance, no 
condition resembling hibernation but plainly 
a rejection of food. Obviously the patient is 
overcome by the typical soporific effect of 
sodium amytal ; in his drowsiness, his guard 
down, he succumbs to the temptation of food. 
Now hunger asserts itself. 

The third section shows the patient a few 
hours later in our photo laboratory. The 
effect of the sodium amytal has abated, the 
patient has relapsed into stupor (Figs. 7, 8). 
Once again we are able to turn immobility 
into lively and cooperative action. This time 
no sodium amytal, carbon dioxide, or any 
other drug was needed. A device as simple 
as ball-playing proved sufficient (Figs. 16, 
17). Without hesitation the patient partici- 
pates in the game ; he no longer appears stiff, 
his motions are fluent, expansive, well coor- 
dinated. Apparently he enjoys the situation. 

We could easily duplicate—and triplicate 
—this observation. We have in our film ar- 
chives many other samples of catatonic be- 
havior, in complete agreement with this one. 
In fact we have films where the sudden 
transition from stupor to fluent motions is 
still more striking, as will be seen in the 
following “shorts.” 

There is method in this madness. The 
change from stupor to action is not acci- 
dental but follows certain rules. Some situa- 
tions are without effect, others produce a 
change with great regularity. Among the 
situations tried in our experiments the first 
in order is ball-playing where the patients— 
not always and not all but most of them and 
most of the time—become responsive and 
cooperative. Some react freely, some in a 
clownish manner, some with inappropriate 
vigor and occasionally with aggressiveness 
(Figs. 20, 21). But, again, in the great ma- 
jority action is well coordinated with all the 
typical and familiar synergies and with a 
total surrender to the play. The start is often 
slow (Fig. 18). It may take several attempts 
before a patient catches on and several more 
to make him enter the game with some en- 
thusiasm (Fig. 19). The initiative always 
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13 
Enlargements of frames from 16 mm motion picture films showing 3 catatonic patients: 


A. Tim: 
1. During the week of admission (1-8, 16-17). In the anteroom (1-2); at lunch time (3-6); under 
sodium amytal (5-6); in the laboratory, same afternoon (7-8, 16-17). 2. Two months later (9, 13- 
15). B. Rob: Before (10), during (18-19), after (11) playing ball. C. Tom: Before ball playing 
(12); playing ball (20-21) ; momentary relapse into catatonic attitude between throws (22). (Photos 


by Medical Illustration Laboratory.) 
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has to be with the examiner. A ball placed 
near the patient, or even directly in his hand, 
has no effect whatsoever. 

In some cases, at the end of a provocative 
situation, the patients immediately or after 
a very short while return to their stupor 
(Fig. 11). Examining our films carefully, 
we found that even during the short intervals 
between throwing a ball and catching it 
some patients show conation toward a relapse 
into stupor (Fig. 22). Sometimes the re- 
laxation lasts for a considerable time once 
the spell has been broken, but always the 
patient sinks back into stupor. The power 
of ball-playing need not be exhausted with 
one responsive reaction; during the same 
laboratory session the patient may participate 
in the play for a second time and relapse for 
a second time. 

With a regularity corresponding somewhat 
to the breaking of stupor we were also able 
to produce it (Figs. 7, 8). Procedure and 
results resembled those in testing waxy flexi- 
bility. Obviously, catalepsy is not a mere 
motor manifestation but is related to the 
total experience of the patient; how he at- 
tacks objects and how he dwells in his own 
body. Waxy flexibility would appear to be 
arrested action rather than arrested motion. 
Catatonic behavior as a motor expression 
corresponds to the schizophrenic experience 
of the world. It expresses no less the pa- 
tient’s estrangement from his own corporeal 
existence. 

Our rheoscopic studies permit us to do 
away with the assumption that due to a 
change of tone stuporous patients can and 
do remain in frozen attitudes without visible 
signs of effort and exhaustion. The last part 
of the film shows Tim, our first patient, 2 
months later, more catatonic than ever. He 
sits down in the laboratory, staring at the 
camera. The eyes are motionless, but the 
gaze is attentive (Fig. 9). A smile softening 
the mute lips betrays the patient’s compre- 
hension and grasp of the situation when a 
harmless trick is played on him. We ask 
the patient to get up; we lift his right arm 
to the horizontal ; it remains in position (Fig. 
13). In the photographic record one can 
observe how the patient after a short while 
glides into a more comfortable position, put- 
ting his left foot forward and bending his 
trunk to the left side to counterbalance the 


weight of the lifted right arm. The abducted 
arm begins to shake; then gradually it is 
lowered, the hand sinks down, elbow and 
wrist are bent (Fig. 14). 

Perhaps the least flexible of catatonic atti- 
tudes is the well-known stance kept seem- 
ingly unchanged for hours. But even here 
our films reveal signs of adaptation. We do 
well to remember that nonpsychotic persons 
also learn to stand upright nearly motionless 
for a long time. In Hitler’s Germany senti- 
nels had to stand immobile, resembling a 
stone monument more than a human being. 
Cataleptic positions must not be interpreted 
as abnormal duration of innervation but as 
perseveration of attitude, perhaps as an in- 
capacity to initiate any change. 

If there is an increase of tone in the stu- 
porous patient, the “stupor” is certainly dis- 
tributed quite unevenly ; it is never complete ; 
the distribution does not follow any neuro- 
logical pattern. An attempt to engage our 
patient in hand-wrestling resulted in a bi- 
zarre combination of passivity with resist- 
ance. The patient surrenders to the action 
of the examiner. He surrenders—but only 
partially. He does not start any counter- 
movement by himself; at the same time he 
resists; he is not completely passive. He 
allows himself to be pulled over into an 
extreme position, yet he does not yield. He 
skillfully frustrates the efforts of his op- 
ponent. Finally, using the other’s hand as 
a kind of support, he balances on his right 
toes, his trunk bent forward and his left leg 
extended in the axis of the trunk, approach- 
ing the horizontal (Fig. 15), suggesting a 
somewhat unorthodox Degas. Whatever the 
artistic deficiencies, the dancing act makes it 
clear that there is no lack of action currents 
in this kind of “attitudinizing.” 

These pictures taken together leave no 
doubt that the motor system in the proper 
sense is not disturbed in the catatonic. These 
patients are not immobilized in the panzer 
of their musculature but hold themselves 
immobile. There is no irreducible increase 
of tone as in patients with paralysis agitans 
or in a pallidum syndrome. If this were so, 
the patient could not change his attitude from 
one moment to the next, from a stuporous, 
negativistic posture to  well-coordinated 
movements and back to frozen attitudes with 
mannerisms, 
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Neurological examinations in the cases 
presented here were negative as were the 
EEG’s which showed but occasional insig- 
nificant deviations, the same as found in 
many noncatatonic cases. 

Our experiments, while they help to de- 
cide the controversy about the nature of cata- 
tonic motor disturbances, are a beginning 
rather than an end of research in this line. 
They present many new problems. First: of 
all we would like to know why the catatonic 
patient responds to ball-playing, why this 
situation produces a change of attitude com- 
parable, within limits, to the effect of sodium 
amytal or carbon dioxide. “Regression”? 
Neither H. Jackson’s concept of dissolution 
of functions nor Freud’s idea of a return to 
earlier stages of libidinal development is 
applicable. Perhaps the answer may be 
found in the observation itself. We prompted 
the catatonic patient to participate in play- 
ing, in playing ball. Both faciors count. 
Ball-playing is communication but communi- 
cation at a distance, and, as play without 
rules and aims, it is a communication and 
partnership without obligations and conse- 
quences. There is something more to be said. 
In playing, the catatonic patient responds to 
a specific situation, but this situation gains 
its meaning primarily in relation to and in 
contrast with the permanent situation of 
catatonia. We canr ot expect to explain the 
transitory reversal fully without understand- 
ing catatonia itself. 

The proposition that catatonic symptoms 
are manifestations of a disturbance of action 
rather than an impairment of motility makes 
sense only if there is an essential difference 
between motion and action, between the 
means of transportation and the travel, or— 
if you will—between the physiological and 
psychological aspects of motion. 

Those who interpret catatonic behavior as 
a manifestation of a motor disturbance have 
chosen the more comfortable route; they do 
not have to explain how the many varieties 
of catatonic symptoms are related to each 
other. They may try to give such an ex- 
planation, but they need not; they could be 
satisfied with the assumption that the same, 
still-unknown agent affects a number of sub- 
organs of the brain, be it the cortex, the 
pallidum, the putamen, the caudate, the hypo- 
thalamus, or other locus. However, if one 


assumes a basic disturbance of activity, he 
must go further and give an account of the 
inner relations of all catatonic symptoms. 
Therefore we shall have to answer the ques- 
tion: How are the manifold catatonic motor 
symptoms related to each other and how to 
the rest of the catatonic syndrome? This 
presents a still wider problem: How are 
the catatonic symptoms related to schizo- 
phrenic manifestations in general? 

The answer to these questions may be fa- 
cilitated if we consider the possibility that 
the schizophrenic patient does not live in a 
space or a world in common with us and that, 
therefore, his behavior should not be under- 
stood as an eccentric mode of action still 
related to the structure of space familiar to 
us but as corresponding to the structure of 
the peculiar world in which he lives. The 
next question to be answered is: What is the 
structure of the world in which the catatonic 
patient exists?; or formulated differently: 
What is the schizophrenic’s mode of being 
in the world? 

Closely related to these questions is the 
following: Does the schizophrenic experi- 
ence his own body like a normal person, or 
is his experience of his own body changed 
in catatonia—and if so, in what way? 

All this leads to the last 2 questions: Can 
we describe a (or the) fundamental disorder 
of schizophrenic experience? Can we relate 
it to one biological disturbance? 

We have found rheoscopic studies supple- 
menting clinical experience and general theo- 
retical considerations a promising tool for 
answering this array of questions. The 
method permits, within limits, an experi- 
mental approach to problems in psychopa- 
thology, providing evidence of facts and 
thereby helping to decide debatable opinions. 

The experimental demonstration of the 
reversibility of catatonic stupor establishes a 
fact not unknown to the clinical psychiatrist ; 
it reminds us that even in severe cases the 
modes of schizophrenic responses need not 
be coarctated to one. Even the severe schizo- 
phrenic may still have a variety of reactions 
at his disposal—but with all of them he re- 
mains schizophrenic. The pseudoreversibility 
warns us not to overrate prognostically minor 
changes in the behavior of catatonic patients. 

Evidence that the disturbance is psy- 
chomotor rather than motor, an impairment 
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of action rather than of motion, does not 
necessarily imply a psychogenic origin of 
catatonia. In fact, seen in its full context, 
catatonic behavior leads to the opposite con- 
clusion—not revealing defenses originating 
from unconscious or conscious biographical 
experience in a world common to all of us 
but pointing, in its radical estrangement, to 
biological changes which transform the mode 
of being-in-the-world beyond the reach of 
normal or abnormal purpose and motivation. 
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PSYCHIATRIC TEACHING IN AN INTEGRATED MEDICAL 
CURRICULUM 


EDWARD O. HARPER, M.D.,? Cieve.anp, Ox10 


The brilliant biologist and physician of the 
last century, Thomas Huxley(1), wrote: 
Education is the instruction of the intellect in the 
laws of nature, under which name I include not 
merely things and their forces, but men and their 
ways. 


This was written in 1868; at the time a new 
scientific fervor was taking hold of the minds 
of men in medicine. The great Virchow was 
then building the foundation upon which 
modern medical science was to grow and de- 
velop. As medicine advanced, the votaries 
of the wonderful new sciences began to be- 
lieve that with more imaginative research de- 
signs and sharper investigative tools, all func- 
tions of the personality could be explained on 
a physicochemical basis(2). Unfortunately, 
there followed in the wake of these notable 
achievements a deplorable neglect of the 
study of “men and their ways.” The patient 
as a person and his relationship to the physi- 
cian, which accounted for most of the thera- 
peutic triumphs of the old family doctor, 
were permitted to go by the boards. 

Leaders in American medicine have re- 
peatedly told us that the patient, along with 
the medical student, must be brought back 
into better perspective. In the years follow- 
ing World War II there has been a real 
quickening of interest in medical education. 
Many schools in this country have critically 
reevaluated their curricula, and some have 
already initiated new experimental pro- 
grams. 

Soon after the war, the faculty of the 
School of Medicine of Western Reserve 
University carefully reexamined its own 
goals in medical education. Many members 
of the faculty seriously questioned whether 
the school was adequately training the stu- 
dents to keep abreast of the rapid progress in 
medical science. The practice of medicine it- 


1 Read at the 110th annual meeting of The 
American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1954. 

2? Western Reserve University School of Medi- 


self is undergoing profound changes. Many 
of the diseases which at one time constituted 
the major concern of the house officers are 
now rarely seen on the wards. With this 
accelerated pace of medical progress, it is 
apparent that the faculty can no longer teach 
the student all the facts and techniques today 
which will meet his needs tomorrow. 

Accordingly, the dean, Dr. Joseph T. 
Wearn, appointed a committee on medical 
education, which was composed of the head 
of each department or his representative. 
After a very intensive study by this commit- 
tee, the broad aims and objectives for a new 
educational program were laid down. The 
preliminary work, requiring tens of thou- 
sands of man hours, involved over 150 fac- 
ulty members sitting on many committees. 
Although the planning was carried out in a 
truly democratic spirit, no one would assume 
that the democratic way of life is always con- 
ducive to peace and quiet. Things are not 
always serene when a psychiatrist sits down 
with a surgeon, an internist, an obstetrician, 
and other colleagues to work on a program 
for teaching the importance of emotional 
factors in medicine and then attempts to en- 
list their cooperation in teaching it. 

In the fall of 1952 the first class was 
launched on a completely reoriented medical 
curriculum. Teaching is done in a correlated 
manner with all departmental barriers re- 
moved. Since complete coverage is impos- 
sible, the curriculum emphasizes basic prin- 
ciples, scientific evaluation of the data, the 
understanding of the patient as a person and 
as a member of society, and the development 
of sound attitudes within the student. The 
student himself is treated as a maturing in- 
dividual and is given increasing responsibility 
for his own education during the 4 years. 

The program for the first academic year 
deals with the normal and presents the fun- 
damental principles concerning the biological 
and psychological nature of man in terms of 
structure, function, growth, behavior, and the 
effects of the environment upon him. The 
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program centers about 4 main areas: (1) 
basic science; (2) clinical science; (3) the 
execution of an original project ; and, strange 
as it may seem in medical school, (4) free 
time. 

The basic sciences, which constitute the 
major part of the first year, are taught in a 
correlated manner rather than in isolated 
courses by separate departments. An attempt 
is made to integrate structure and function 
by dealing with the pertinent anatomy, phys- 
iology, and biochemistry. Faculty members 
from various disciplines make up the subject 
committees responsible for the particular 
subject material and methods of presentation. 
Since the separate disciplines of anatomy, 
biochemistry, physiology, and microbiology 
are taught in this way, a new multidiscipline 
laboratory has been built in which each stu- 
dent is provided with a laboratory unit of his 
own. This he uses throughout the year, and 
the faculty comes to the student to instruct 
him in the various procedures. 

For the original research project the stu- 
dent is required to select his own project, to 
develop his approach and methods, make his 
experimental observations, and then analyze 
his own data. Such training is essential if the 
student is to develop scientific critique which 
will enable him to keep abreast of advances 
throughout his future professional life. 

One and one-half days per week are de- 
voted to free time. During this period, the 
student has absolutely no assigned work. He 
is at liberty to follow his interests into what- 
ever areas they may lead him, whether it be 
biochemistry, advanced mathematics, or a 
ball game. 

The clinical science section meets 3 hours 
per week and is designed as an introduction 
to the study of man as an individual and as 
a member of the family in society. It was 
felt that during the first year the student 
should learn some of the basic concepts of 
human personality. The clinical science sub- 
ject committee recommended that: 


The student should know broadly that the total per- 
sonality is the resultant of inherited endowment as 
it is modified by the many dynamic forces of the 
environment, and that the most important factor in 
the individual’s early environment is his relationship 
with the mother, father and siblings. The whole 
family constellation is affected not only by illness, 
but by numerous social, economic, and emotional 


factors, which are often significant in the preven- 
tion, diagnosis and treatment of illnesses. 


Students in the past have complained that 
one of the great obstacles encountered in 
studying basic concepts of human personality 
has been the lack of opportunities for them 
to make their own observations. The student 
has always been expected to make these 
observations in the basic sciences, but has 
been denied the same privilege in the clinical 
sciences. It was felt, therefore, that he should 
have a laboratory, so to speak, where he can 
observe people who are alive, growing, and 
reacting to the exigencies of life. 

To this end each first year student is as- 
signed a patient during the seventh month of 
her pregnancy. He interviews her in the 
Family Clinic, which was especially set up 
for him, then visits her in the home and fol- 
lows her through the delivery. After this, 
he sees her each month in her home. The 
emotional and physical growth of the infant 
is observed at regular visits in the Family 
Clinic, under the guidance of a pediatrician. 
The student makes a written note of the 
physical and emotional development of the 
infant and this becomes an integral part of 
the patient’s record in the Family Clinic. By 
doing this, the student can readily see what 
the advent of a new infant means to a fam- 
ily. Through his own observations he can 
appreciate the insidious ways in which a fam- 
ily is frequently caught up in a crosscurrent 
of psychological, economic, and cultural 
forces, and how these factors affect the health 
of individuals in the community. There is 
little theory about this. He knows what hap- 
pens to his patient as she meets the problems 
of everyday living. 

Here then is the beginning of the patient- 
physician relationship for the student. It 
stimulates his interest in the study of the 
basic sciences by seeing the integral part they 
play in the care of the patient. His enthu- 
siasm for learning about people is main- 
tained. This experience helps the student to 
realize that in modern medicine the physi- 
cian must work in cooperation with his col- 
leagues from the various medical and ancil- 
lary disciplines—nurses, social workers, and 
representatives from community health and 
welfare agencies. 

This introduction of the student to the pa- 
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tient occurs at the end of the first month of 
the school year following the period of orien- 
tation. Each week, a group of 10 students, 
one from each of the preceptorial groups, 
meet their patients. By Christmas, all have 
been introduced to their patients, and some 
of the first babies have been delivered. Al- 
though the medical student may help with 
making appointments, clarifying to the pa- 
tient the instructions of the doctor in the 
clinic, he in no way assumes responsibility 
for medical care. The patient clearly under- 
stands this, but the student comes to appre- 
ciate what his personal relationship means 
to his patient. He is told at the beginning 
that he is a member of a team who is giving 
care to his patient. 

These expectant mothers are carefully se- 
lected by the social worker. They are free 
from organic and gross social pathology and 
show no obvious psychopathology. Members 
of the social service department of Univer- 
sity Hospitals discuss the social service sum- 
maries with the students before they meet 
their patients. Suggestions are given con- 
cerning the first interview, and, above all, the 
student is encouraged to get really acquainted 
with this individual who is facing a very im- 
portant health problem. 

Immediately after the initial interview, the 
obstetrical resident conducts the routine ex- 
amination of the patient, with the student 
standing by his side. More often than not 
he is a bit tremulous as he is shown how to 
palpate the abdomen and listen to fetal heart 
sounds. This is the student’s big moment. 
Here is something alive, developing, the be- 
ginning of a life—the beginning of a new 
career for him. 

Classroom material consists of lectures, 
movies, presentation of patients, and panel 
discussions. It is arranged to guide the stu- 
dent and increase his understanding of what 
he is observing and studying. The first month 
is devoted to orientation. Interviewing tech- 
niques as methods for obtaining data are 
discussed together with some of the funda- 
mental aspects of the patient-physician rela- 
tionship. 

As the students begin to meet their pa- 
tients, a member of the obstetrical depart- 
ment discusses the biology of conception and 
emphasizes the importance of understanding 


the expectant mother’s emotional reactions 
as well as the physiochemical changes which 
are taking place. The biological dependency 
of the infant and what this means to the psy- 
chological development of man is considered 
next. The manner in which the needs of the 
infant relate it to the environment naturally 
leads to a discussion of the importance of the 
mother-child relationship and the significance 
of the emotional reaction of the mother to the 
pregnancy and to her role as a mother. At- 
tention is then directed to the role of the 
father, other siblings, and the child’s keen 
sensitivity to the changing moods of the par- 
ents, the occurrence of illnesses, death, and 
separation in the family. 

After the Christmas holidays, the student 
is introduced to the physical examination as 
a method of obtaining data. He learns that 
this is a procedure which must be performed 
with the utmost care and with the full realiza- 
tion that the patient may react to it in such 
a way as to distort the true picture. The 
physical examination is taught in a corre- 
lated manner with the basic science presenta- 
tion of the nervous, respiratory, cardiovascu- 
lar, and digestive systems. 

After the student has had an opportunity 
to follow his infant, a lecture is given con- 
cerning the instinctual forces which are the 
source from which personality derives its 
energy for growth and function. The mother 
is the object in the infant’s environment 
which has to do with the gratification or the 
frustration of the infant’s instinctual needs. 
Lectures and case presentations are centered 
around feeding and toilet training. It is 
emphasized that problems arise in normal 
growth and development, and the way they 
are met by the parent has much to do with 
the future emotional growth of the indi- 
vidual. 

This material is presented not as psychia- 
try, or pediatrics, or obstetrics, but as an 
integrated approach to the study of man, his 
normal structure, function, and growth. 

It is quite understandable that the student 
should enter into this new patient relation- 
ship with misgivings. In the past the faculty 
has been quite unmindful of the mounting 
anxiety of the student, except as some malad- 
justed instructor has referred to it with icy 
derision. Instead of the wish to be a doctor 
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being utilized in the educational process, the 
student has been permitted to welter around 
in his own bewilderment and to build de- 
fenses which have often dulled his sensitivity 
and, thereby, tarnished the very quality which 
is the sine qua non of a fine physician. He 
has often been forced to conceal his anxiety 
behind history outlines and stethoscopes, and 
as a result, never learned how to deal with 
his own feelings of inadequacy and insecur- 
ity. Often he denies them, and then unwit- 
tingly does something to a patient for the 
sole purpose of allaying the gnawing feelings 
of frustration which assail him. 

To help the student with the study of the 
patient, as well as to appreciate the wealth 
of feelings which he himself brings to this 
relationship, a preceptorial system was devel- 
oped. One preceptor, serving as a colleague, 
advisor, and friend, is assigned to a group of 
8 students with whom he continues through- 
out the year. They meet for a 1-hour confer- 
ence after the classroom exercise Tuesday 
morning and for an additional hour Saturday 
morning. After each student meets his pa- 
tient, he reports to his colleagues in his group 
and tells what he has learned about her and 
how he has felt while going about it. He 
may discuss any questions he desires; no 
subject is barred. 

Much of the success of the clinical science 
program rests upon this relationship with 
the preceptors. They are selected from the 
departments of medicine, surgery, obstetrics, 
pediatrics, psychiatry, and pharmacology. In 
faculty rank they range from full professors 
to instructors. They are chosen in this man- 
ner so that the student may see that the 
faculty is really interested in correlation, re- 
gardless of age or medical discipline. Among 
other things, the preceptor gives the student 
a feeling of being accepted as a colleague, 
and with this goes the feeling of approval for 
what he is doing. 

At the end of the year the student writes 
up the history of the patient and her family 
and files it as part of the regular record in 
the office of the Family Clinic, where he may 
refer to it next year. 

The second year began in September 1953 
and followed the broad aims and philosophy 
of the program begun in the first year. The 
immediate aim of the second year, however, 


is to develop in the student an understand- 
ing of those abnormal conditions which are 
classified as disease and the factors which 
influence the occurrence of the abnormality 
and interfere with the individual’s adjust- 
ment to his environment. The patient and 
the infant were followed by the student 
throughout the second year. As part of the 
clinical science program in the second year, 
the student went to the medical ward where 
he interviewed a patient and wrote up a com- 
plete history and did a complete physical ex- 
amination. The patient was one who had a 
disease process which was being studied in 
the basic sciences. This exercise was car- 
ried out under the supervision of a preceptor. 
Psychiatric lectures were given as part of 
the subject committee material in the basic 
sciences. For example, delirious reactions 
were discussed along with pneumonia. The 
reaction of the child to hospitalization was 
brought out in relation to rheumatic fever. 
The emotional stress of the patient with a 
chronic illness was presented in correlation 
with tuberculosis. Psychiatric lectures cen- 
tering about various psychotic reactions were 
also given. 

The third year of the new curriculum will 
begin in September 1954 and will complete 
the studies in an integrated manner of dis- 
eases of organ systems which was begun in 
the second year. The time given over to work 
in the clinics and wards will be increased 
to more than one-half of the scheduled time. 

The fourth year will begin in 1955 and 
will provide the student with full-time clini- 
cal experience to increase the knowledge 
and skills related to the patient, which he 
acquired in the first 3 years. Some correlated 
work in the basic sciences is being planned 
as part of the fourth year program. 

The interest and enthusiasm of the stu- 
dents and the tremendous sacrifices made by 
numerous members of the faculty lead one 
to believe that this program does have much 
to offer. The expectant mother, who was 
rushed to the delivery room and breathlessly 
asked the obstetricians where her doctor was, 
shows how much the physicians-in-training 
have contributed to their patients. 

This is an experiment in medical education. 
The faculty realizes that it must remain 
sensitive to the direction of medical progress, 
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to improvements in educational methods and 
to the needs of an ever-changing society. 
Because there is change in the teaching, it 
cannot be assumed necessarily that there is 
progress. The program is being evaluated 
critically and continuously. Sitting with 5 of 
the 10 preceptorial groups is a nonpartici- 
pating, skilled observer, who does nothing 
except record what is said and done in an 
effort to study changes in attitudes which 
grow out of the student’s experience and the 
interplay of forces within the group. We 
recognize the danger of our own bias in 
trying to evaluate the program and have 
invited groups outside the medical faculty 
to help with its evaluation. 

The program was designed to produce an 
intellectual atmosphere in which the medi- 
cal student may mature into an understand- 


ing physician with sound attitudes, capable 
of independent thought and action, whether 
in the basic sciences or concerning the prob- 
lems of his patient. It is hoped that it will 
be a basic education which will prepare 
the physician for continued study after 
graduation, be he family physician, specialist, 
teacher, or investigator. The late Dr. Wil- 
liam Welch, of Johns Hopkins, voiced the 
aim of medical education very eloquently 
when he said(3), 

And above all, put him in a position to carry on the 
education which he has only begun in medical school 
. . . through the remainder of his life. 
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It is a great honor to be invited to your 
convention to deliver a speech on Japanese 
psychiatry. When Major Yessler told me 
about this invitation early in April, I was 
hesitant to accept it, because I knew I was 
not well qualified to say anything definite 
about Japanese psychiatry. I came only re- 
cently to psychiatry, that is, in 1950, after 
7 years’ experience in medicine including 3 
years’ service in the Japanese Army. And 
since I was in the United States for psychi- 
atric training from 1950 to 1952, I have ac- 
tually been with Japanese psychiatry for less 
than 2 years. One can hardly say that this 
length of time is adequate to make a survey 
of as vast a field as Japanese psychiatry. 
Therefore, I consulted 2 professors of psy- 
chiatry, Dr. Muramatsu of Nagoya Univer- 
sity and Dr. Suwa of Hokkaido University, 
to see if they would deliver a speech in- 
stead. They have both been trained in the 
United States and are far better qualified 
for this task because of their long and dis- 
tinguished service in Japanese psychiatry. 
Both of them, however, said that they could 
not possibly come to Tokyo at this time, and 
I had to decide to come to the task alone. 
I want you therefore to know from the be- 
ginning that what I am going to tell you is 
necessarily limited and can hardly cover 
even those things of importance in Japanese 
psychiatry. 

I think it will be proper to begin a talk on 
Japanese psychiatry by some reflection on 
its history. It is known that Dr. Baelz, a 
German internist invited by the Japanese 
government to help establish Tokyo Uni- 
versity Medical School, lectured on modern 
psychiatry for the first time in Japan in 
1879. But the regular course in the medical 
curriculum was initiated in 1886 by Dr. 
Sakaki, the first Japanese professor of psy- 
chiatry. Succeeding Dr. Sakaki as professor 
of psychiatry was Dr. Kure, who returned 
to Japan in 1901 after 4 years’ study in Ger- 

1 Presented May 4, 1954, at the Neuropsychiatric 


Conference, FEC, U. S. Army Hospital, 8167th 
Army Unit, Tokyo. 
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many under Kraepelin and Nissl, and it was 
he, we may say, who determined the course 
of Japanese psychiatry for the following 50 
years up to this date. Dr. Kure found that 
neuropathology in particular, which he 
learned from Nissl, attracted a number of 
bright students, who in turn pursued this 
discipline with such intensity and enthusi- 
asm that it has become the most active field 
in Japanese psychiatry. But I do not want 
you to have the impression that Japanese 
psychiatry has been solely under the influ- 
ence of the German school, for there have 
been a few professors of psychiatry who 
have studied in France or the United States, 
though they have exerted comparatively lit- 
tle influence. Among them I mention only 
Dr. Marui who was professor of psychiatry 
at Tohoko University. He for the first time 
introduced psychoanalytical theories to Japa- 
nese psychiatry some 30 years ago after his 
study in the United States under Adolf 
Meyer and later established a branch of the 
International Society of Psychoanalysis in 
Japan, but the over-all result of his pioneer 
work was anything but a success. I shall 
return to this topic later. In this connection, 
Dr. Morita, who was professor of psychiatry 
at Jikei University, should also be men- 
tioned. He was the first Japanese psychia- 
trist who became intensely interested in psy- 
chotherapy and devised a special method of 
psychotherapy which starts with confinement 
to bed in isolation and goes on to occupa- 
tional therapy along with supportive ex- 
planation and counseling. This brand of 
psychotherapy was said to be effective for a 
type of neurosis called shinkeishitsu and was 
followed at various university clinics, nota- 
bly Kyushu University. (Shinkeishitsu lit- 
erally means nervousness, but denotes hy- 
pochondriac personality rather than just 
nervousness.) As a matter of fact, Dr. Mo- 
rita’s method is still in use at many places, 
and was reported by Drs. Jacobson and 
Berenber at the 1952 meeting of The Amer- 


ican Psychiatric Association.?, Now the in- 


2Am. J. Psychiat., Nov. 1952. 
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teresting thing is that Dr. Marui, interpreter 
of psychoanalysis to Japanese psychiatry, 
and Dr. Morita, founder of the new school of 
psychotherapy, were engaged in very hot 
arguments at the conventions in 1930, ’3I, 
and ’32, on the relative therapeutic value of 
psychoanalysis and Morita therapy. It is 
remembered that this verbal duel between 
two professors was most exciting to all who 
attended the conventions, but ao one ever 
really knew which side won the battle. 

I mentioned above that American psychi- 
atry had little influence on Japanese psychi- 
atry, but this has not been true since the end 
of the second world war. Japanese psy- 
chiatrists, hungry for new knowledge, have 
attempted to test and absorb whatever they 
found good in American psychiatry. But 
they have left one thing undigested so far: 
that is dynamic orientation which is so es- 
sential, as I see it, to American psychiatry. 
(Some of you may object to the adjective 
“essential,” but will not deny that dynamic 
orientation is the most prominent feature of 
present American psychiatry.) To give you 
a general idea of the impact which dynamic 
orientation has had on the minds of Japanese 
psychiatrists, I think I shall do best by quot- 
ing from the keynote address by Dr. Uchi- 
mura entitled “The Past and Future of Japa- 
nese Psychiatry,” which was given at the 
50th convention of the Japanese Neuropsy- 
chiatric Association in 1953. But before 
quoting from his speech, let me say a few 
words about Dr. Uchimura himself so that 
you may understand better the weight his 
speech had on Japanese psychiatrists. Dr. 
Uchimura has been professor of psychiatry 
at Tokyo University for the past 18 years 
and has been the most prominent figure in 
Japanese psychiatry. He was trained at the 
Institute for Psychiatric Research in Mu- 
nich, Germany, from 1925 to 1927 under the 
eminent Dr. Spielmeyer. (It may interest 
you to know that Dr. Lawrence S. Kubie, 
now practicing psychoanalysis in New York 
was in the same institute at the time when 
Dr. Uchimura was there and they became 
very good friends.) Dr. Uchimura’s scien- 
tific interest then was naturally drawn to 
neuropathology, like other leading Japanese 
psychiatrists, and he has contributed numer- 
ous important papers to that field, ranging 


from mid-brain pathology, pathogenesis of 
epilepsy to cerebral pathology caused by the 
atomic bomb. But his interest was not lim- 
ited to neuropathology alone, rather he has 
kept a keen interest in every field of psychi- 
atry, having published various papers on 
themes such as the Ainu race and its Imu, 
incidence of psychosis among the Japanese 
population, as well as conducting many re- 
search groups in twin study, electroencepha- 
lography, and psychosurgery. It should also 
be noted here that he is a great teacher and 
has educated more psychiatrists than any 
other professor. As a matter of fact, 12 con- 
temporary professors of psychiatry are his 
former pupils. (I may add that the one who 
is reading this paper is also one of his many 
pupils. ) 

Now returning to his keynote address at 
the 5oth convention in 1953, Dr. Uchimura’s 
statement about American psychiatry is as 
follows : 

I was really surprised to know that American 
psychiatry had taken in so much from psycho- 
analytical theories and had also put a great empha- 
sis on clinical psychological testing. ...I think 
it is a great task for Japanese psychiatrists to 
understand correctly what dynamic psychiatry is 
and to face it with a critical mind... . Among 
several doubts that I have about dynamic psychi- 
atry, the greatest one concerns its overestimation 
of childhood experiences and milieu, especially its 
attempt to explain adult behavior or symptoms in 
terms of those experiences, which I find far-fetched 
and lacking in substantial validation. 


In spite of this criticism, however, he does 
not oppose the practice of psychotherapy 
based on dynamic principles if it is the thing 
which really helps the patient, but here again 
he ponders about whether or not any un- 
biased scientific study has ever been done to 
test dynamics or psychoanalytical psycho- 
therapy against another brand of psycho- 
therapy, so that we may recognize the unique 
significance of dynamic psychotherapy. Now 
you may wonder what sort of psychopathol- 
ogy Japanese psychiatrists generally enter- 
tain, if most of them reject analytical psy- 
chopathology as fictitious. One group takes 
to German psychopathology represented by 
Karl Jaspers, now a famous philosopher, 
and another group takes to French psycho- 
pathology descending from Pierre Janet. 
The former finds its followers mostly among 
Tokyo University psychiatrists and the lat- 
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ter mostly among Kyoto University psy- 
chiatrists. 

Having oriented you to the prevailing 
academic atmosphere in Japanese psychia- 
try, I will proceed to a brief description of 
the present status of Japanese mental hy- 
giene. By this I mean the condition of men- 
tal hospitals as well as the system for train- 
ing psychiatrists and adjunctive staff. The 
estimated nation-wide population of the 
mentally ill in Japan, which excludes neu- 
rotics, but includes severe character disorder, 
is about 3,500,000, and one-fifth, 700,000 
consists of psychotics. Among these psychot- 
ics some 150,000 are believed to need hos- 
pitalization, while the total number of beds 
available for these patients amounts only to 
27,000, i.e., only 18% of the beds needed, 
and this figure, by the way, constitutes 
7.19% of all hospital beds in Japan. Fur- 
ther, if you compare the ratio of mental hos- 
pital beds to the total population of various 
countries in the world, that of Japan ranks 
with the lowest, namely, 2.2 per 10,000, 
whereas that of the United States is 50, 
which is the top figure. I do not believe that 
this incredible shortage of mental hospital 
beds can be explained simply on the basis of 
the low economic status of Japan. I per- 
sonally feel that the incentive of the public 
to promote mental hygiene has never been 
great here and the psychiatrists also on their 
part have not been so enthusiastic about en- 
lightening the public as they are about aca- 
demic research. It should be pointed out 
that the Japanese psychiatrists as a whole 
are very research-minded, but not so pro- 
fession-conscious as their American col- 
leagues are. This is reflected, I think, in 
their failure to establish the formal resi- 
dency program and the specialty board, the 
purpose of which is solely to maintain the 
high level of the profession. For instance, 
almost all young physicians who, after in- 
ternship, take psychiatric training at the uni- 
versity clinics, do start or prepare them- 
selves for some research within a year or so. 
Likewise, the fact that the Japanese psy- 
chiatrists show a considerable interest in 
psychometrics points in the same direction. 
This being the case, it seems to me that in 
Japan clinical psychologists will never enjoy 
an independent position as they do in the 


United States. This is entirely an opposite 
picture to that of the United States, where 
clinical psychologists not infrequently turn 
to a profession of psychotherapy, apart from 
their chief concern in psychometrics and its 
related research. Speaking about the train- 
ing of psychiatrists, it should also be men- 
tioned that making two different professions 
of psychiatry and neurology has not been 
the practice here, but there recently seems to 
be a steady movement in that direction, par- 
ticularly on the part of internists who have 
specialized in neurology. Incidentally, the 
total number of Japanese psychiatrists is 
estimated to be about 800, a very small num- 
ber, although there is a tendency to rapid 
increase in recent years. Now as for the 
training of adjunctive staff such as psychi- 
atric nurses, attendants, occupational thera- 
pists, there are no systematic courses or 
training centers for them at present. 

I want to add here, in passing, a few words 
about the present status of child psychiatry 
in Japan. There are now a few research 
centers for child psychiatry, but at the time 
of writing no medical school has a professor 
of child psychiatry on its staff. The child 
guidance clinic was introduced into postwar 
Japan according to the pattern in the United 
States and there are now about 110 clinics 
scattered throughout Japan, staffed mostly 
with clinical psychologists and social workers 
and only in rare instances with psychiatrists. 
At the present time these clinics chiefly 
serve as the temporary placement centers for 
orphans as well as mentally retarded chil- 
dren, and there is very little practice of 
guidance. This can be attributed to the fact 
that very few members have had enough 
training for the professional skill of guidance 
or counseling. As a matter of fact, psycho- 
therapy in general, has not yet established 
itself as a profession in Japan, its practice 
being mainly limited to moral support which 
the physician gives the patient casually, un- 
less it takes a particular form like Morita 
therapy. 

Now I will turn to the discussion of Japa- 
nese psychoanalysis. About this subject a 
very interesting and informative article by 
Dr. James Clark Moloney, entitled, “Under- 
standing the Paradox of Japanese Psycho- 
analysis,” appeared in a recent issue of the 
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International Journal of Psychoanalysis. In 
this article the author contends, judging 
from various articles which appeared in the 
Tokyo Journal of Psychoanalysis, that the 
practice of psychoanalysis in Japan is quite 
different from what it is in the Occidental 
countries, being contaminated, so to speak, 
by the Japanese way of life which all Japa- 
nese analysts share. This remark is inter- 
esting when you compare it with Drs. Jacob- 
son and Berenberg’s interpretation of Morita 
therapy as an embodiment of the Japanese 
way of life. I will quote Dr. Moloney’s 
conclusions : 

. . it is evident that these [Japanese] scientists 
entertain precisely the same attitude towards the 
individual as is expressed in Kokutai No Hongi 
[the name of the textbook meaning the cardinal 
principles of the national entity of Japan]. With- 
out question they subscribe to the concept of coe- 
vality with heaven, earth, and emperor, and they 
regard the individual as a segment of the national 
entity of Japan....In the adaptation accom- 
plished by the Japanese psychoanalysts, the con- 
scious ego becomies synonymous with an awareness 
of the cardinal principles of the national entity of 
Japan. 


Speaking of the national entity of Japan in 


terms of coevality with heaven, earth, and 
emperor is quite out of date in postwar 
democratized Japan and nobody now believes 
in it [I hope so] but nevertheless Dr. 
Moloney’s observations are, in my opinion, 
essentially correct and still apply as far as 
the basic mentality of the Japanese people 
is concerned. However, if he draws the con- 
clusion from these observations that Japa- 
nese psychoanalysts necessarily and simply 
because of their being Japanese cannot grasp 
the true meaning of psychoanalysis, I cannot 
agree with him. To state this in simple 
words, what is really wrong with these Japa- 
nese psychoanalysts is their lack of proper 
psychoanalytic training. As a matter of fact, 
Dr. Kosawa, a former disciple of Dr. Marui 
who is the founder of the Japanese Psycho- 
analytical Society, is the only one who has 
had any form of training and he has had 
only 3 months of training analysis while he 
was in Austria in 1932, which can hardly be 
said to be adequate according to the stand- 
ard that the International Society of Psy- 
choanalysis sets up. I have becn in close 
contact with him for the past few years and 
know how well read he is in psychoanalyti- 


cal literature and theories, but I should say 
that he is seriously handicapped in treating 
patients. Incidentally, he is a devout Bud- 
dhist and there seems to be no distinction in 
his mind between his religion and psycho- 
analysis. Hence, you may suspect that his 
approach to patients must be quite authori- 
tarian, which it is; however, it may be said 
this his attitude is matriarchal rather than 
patriarchal according to his religious or 
psychoanalytical convictions. Now suppos- 
ing that my theory that what is wrong with 
the Japanese psychoanalysts is their deficient 
training is right, the question remains as to 
what would become of the Japanese psychia- 
trists or lay people when they undergo the 
proper course of training analysis. Would 
they be more Occidental after analysis 
than before, as may be derived from Dr. 
Moloney’s tacit assumption that the goal of 
psychoanalysis is co-existent or identical 
with that of Occidental individualism? To 
phrase the question in another way, would 
those Occidentals, American or European, 
who undergo analysis become more Occi- 
dental or individualistic by analysis? This 
question is as interesting and thought-pro- 
vocative as it sounds a little funny, but since 
it involves the relationship of psychoanalysis 
as a science to psychoanalysis as a potential 
Weltanschauung or ideology and is not sub- 
ject to a simple answer, I will not discuss it 
further. 

In discussing Japanese psychoanalysis 
above I came across the problem of cultural 
differences between the Occident and the 
Orient. I think this problem, especially its 
bearing upon different types of mental pa- 
tients, has lately drawn considerable at- 
tention from American psychiatrists and 
cultural anthropologists and you may there- 
fore be interested in hearing the Japanese 
psychiatrist’s opinions on this matter. I re- 
gret to say, however, that I have no definite 
opinion except a few unorganized thoughts, 
nor have I conducted any relevant research 
myself. As I understand it, the psychiatric 
team of Nagoya University is doing some 
research along this line with the help of Dr. 
DeVos, an American clinical psychologist, 
and another American cultural anthropolo- 
gist is expected to join the team this coming 
autumn. So far we have not seen any pub- 
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lished report from them on this particular 
problem, and we look forward to seeing it 
soon. But I have an apprehension that if 
their research relies solely on psychometrics, 
and formal interpretations by the standard 
which is nothing else but a deduction from 
a large number of answers given by Occi- 
dental people, they miss a subtle, peculiarly 
Japanese trait which they are looking for, 
since they set out with a working hypothesis 
that there may be such a Japanese trait. Of 
course I do not mean that there is no possi- 
bility of getting a typically Japanese reac- 
tion on psychological testing, but I am 
afraid that what is most typically Japanese, 
if there is such a quality, will be lost through 
psychometrics as it is constructed now. The 
reason for my apprehension is very simple, 
that the typical psychology of a given nation 
can be learned only through familiarity 
with its native language. The language com- 
prises everything which is intrinsic to the 
soul of a nation and therefore stands for the 
best projective test there is for each nation. 
It is too obvious to say that psychiatrists in 
Occidental countries do not solely rely on 
psychometrics for psychological examination 
of their patients even if psychometrics turns 
out to be quite sensitive. How then could it 
be fit for determining a subtle national trait 
of a foreign country? I may add that a so- 
ciological study of a foreign nation also can- 
not have any depth without the knowledge 
of the language. For instance when you say 
with Dr. Moloney that the Japanese “regard 
the individual as a segment of the national 
entity of Japan,” how can you differentiate 


it from other totalitarian concepts such as 
exemplified in Nazism or Communism? Or 
is there no difference at all between them, so 
far as they are totalitarian? I am the one 
who takes the view that there is a difference 
psychologicaily and sociologically in the de- 
gree and quality of being totalitarian, subtle 
and elusive as it may be. At any rate I 
would strongly recommend to you, if you 
are interested in getting to the bottom of 
Japanese psychology, that you thoroughly 
familiarize yourself with the Japanese lan- 
guage and associate with as many non-Eng- 
lish-speaking Japanese people as possible. 
This must be a sine qua non for a complete 
study of the Japanese culture. 

I have tried to give you the origin and the 
prevailing academic atmosphere in Japanese 
psychiatry, a description of the slow develop- 
ment of mental hygiene and the unsuccess- 
ful movement of Japanese psychoanalysis, 
and have drawn your attention to the prob- 
lem and difficulty of studying the Japanese 
culture and its bearing upon psychiatry. I 
have deliberately avoided discussing in de- 
tail numerous contributions by the Japanese 
psychiatrists, most of which are in the or- 
ganic field, mainly because I am not as fa- 
miliar with them as I should be. 

Now in closing, I want to express again 
my deep appreciation for this invitation, 
which I consider not only as a great personal 
honor, but an honor to the entire body of 
Japanese psychiatry, since this is the first 
time, to my knowledge, that a Japanese psy- 
chiatrist has been invited to address a con- 
vention of American psychiatrists. 
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THE USE OF CHLORPROMAZINE HYDROCHLORIDE IN THE 
TREATMENT OF BARBITURATE ADDICTION WITH 
ACUTE WITHDRAWAL SYNDROME? 


WILLIAM BROOKS, M.D." LAWRENCE DEUTSCH, M.D. ano ROBERT DICKES, M.D.° 


The steady increase in barbiturate addic- 
tion during recent years is a serious medi- 
cal problem. Acute barbiturate intoxication 
ranks highest among admissions to general 
hospitals for acute poisonings, and barbitu- 
rates are now the most popular suicidal 
agents(1). Barbiturate addiction only re- 
cently has been recognized as a clinical en- 
tity. In 1949 it was shown experimentally 
that following the regular administration of 
large amounts of barbiturates, tolerance and 
well-defined abstinence changes developed 
quite consistently(2). It was formerly be- 
lieved that barbiturates did not cause addic- 
tion, but rather habituation, and that abrupt 
withdrawal produced no symptoms except 
craving for the drug. Isbell et al.(1, 3) have 
stated that addiction to barbiturates is not 
only real, but more undesirable than addic- 
tion to any of the opiates. In chronic barbitu- 
rate addiction, abstinence is in fact more 
dangerous to life than is abstinence from 
morphine, in morphine addiction. The treat- 
ment of barbiturate addiction is difficult, and 
management of the withdrawal syndrome is 
lengthy and necessitates constant care. 

A case is presented wherein chlorproma- 
zine hydrochloride (Thorazine*) was used 
in the treatment of chronic barbiturate in- 
toxication, exhibiting the acute withdrawal 


1 From the Department of Psychiatry, State Uni- 
versity of New York, College of Medicine at New 
York City, and the Medical Service of Dr. Arthur 
Fankhauser at Kings County Hospital, Brooklyn, 

2 Part of a larger study on chlorpromazine hydro- 
chloride (Thorazine, S. K. & F.), supported by a 
research grant from Smith, Kline & French Labs. 

8 intern, Kings County Hospital, Brooklyn, N. Y. 

* Resident in Psychiatry, Kings County Hospital, 
Brooklyn, N. Y. 

5 Associate Professor of Psychiatry, State Uni- 
versity of New York, College of Medicine at New 
York City, and Kings County Hospital, Brooklyn, 
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syndrome. Contrary to customary treatment, 
barbiturates were abruptly withdrawn on 
admission to the hospital. 


The patient, a 39-year-old, white housewife, was 
a known barbiturate addict for many years. She 
was admitted to the Kings County Hospital on 
September 29, 1954, with severe nausea, vomiting, 
abdominal cramps, weakness, and insomnia of one 
and one-half days’ duration. At the time of ad- 
mission she had not taken drugs for 16 hours. 

The present illness began over 10 years ago, 
when the patient sought help for nervousness. 
Phenobarbital was prescribed. Shortly thereafter 
she began to take secretly increasingly large doses 
of various barbiturates. She finally averaged 2 to 
3 grams daily. Hospitalized voluntarily in 1950, in 
a state mental hospital, where barbiturates were 
withdrawn gradually, the patient was discharged in 
60 days, and soon thereafter was ingesting her 
usual amount of barbiturates. Paraldehyde was 
taken, rarely, when barbiturates were unavailable. 

In 1952, the patient was admitted to the Kings 
County Hospital because of severe nausea, vomiting 
and tremulousness. At the time of admission she 
had been ingesting as much as 4.0 grams amobarbi- 
tal sodium daily. Barbiturates were gradually with- 
drawn over a 3I-day period. Shortly after dis- 
charge the patient was again taking 3.0 grams of 
amobarbital sodium daily. 

During the same year she was again admitted to 
a state mental hospital on a voluntary basis. This 
admission lasted 4 months, and as usual barbiturates 
were withdrawn gradually. She also received 15 
electroshock treatments. The patient said that she 
felt somewhat better following these, though some- 
what confused and amnesic. Shortly after dis- 
charge from the state hospital, the patient was once 
again taking as much as 4.0 grams of the drug 
daily. 

On September 1, 1954, she again presented her- 
self at the Kings County Hospital because of 
nausea, vomiting, and severe depression. She ws 
treated over a 14-day period, during which the 
barbiturates were gradually withdrawn. As usual, 
following discharge, the drug intake was resumed. 

On September 29, 1954, two weeks after dis- 
charge, the patient again presented herself for ad- 
mission. She had been without drugs for 16 hours 
and complained of nausea, vomiting, abdominal 
cramps, weakness, and insomnia. Physical exami- 
nation revealed a very apprehensive, well-nourished 
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and developed woman, who was sitting up in bed, 
vomiting and retching almost continually. Her lips 
and tongue were dry. She exhibited coarse tremors 
of the hands and fasciculations of the muscles of 
her extremities were evident. Her reflexes in gen- 
eral were hyperactive but equal. The remainder of 
the physical examination was within normal limits. 


CouRSE 


During the first day the patient tolerated nothing 
by mouth and intravenous infusions were given to 
restore fluid and electrolyte balance. Thorazine,? 
25 mg., was given intramuscularly at 6-hour inter- 
vals; and 8 c.c. of paraldehyde was given intra- 
muscularly at 4-hour intervals. The vomiting and 
retching diminished in frequency and ceased in 18 
hours. The patient appeared less apprehensive and 
much improved, though insomnia persisted. 

Thorazine?, 50 mg. 3 times a day, was given 
orally on the second and third days. Paraldehyde 
was reduced to 4 c.c. intramuscularly, at 4-hour 
intervals. The patient was much more relaxed and 
comfortable. However, coarse tremors and twitch- 
ings of various muscle groups were occasionally 
noted. 

Thorazine? was increased to 50 mg. 4 times daily, 
on the fourth and fifth days. Oral paraldehyde, 
3 cc. every 6 hours was administered. The patient 
appeared calm and remarkably improved. There 
was return of her appetite and she tolerated well 
a 2,000-calorie, high protein, multi-vitamin supple- 
mented diet. The coarse tremors decreased and 
muscular twitchings were infrequent. The patient 
still complained of insomnia. 

Paraldehyde was discontinued on the sixth day 
and Thorazine was increased to 50 mg. every 4 
hours. Considerable improvement was noted in the 
patient’s physical and emotional status. She became 
cheerful for the first time since admission, applied 
cosmetics, listened to the radio and was ambulatory. 

From the seventh to the thirteenth day, she was 
maintained on Thorazine?, 50 mg. every 4 hours. 
The patient continued to improve. She became 
stronger, developed a feeling of well-being, and 
was able to sleep better by the ninth day. 

On the thirteenth day, Thorazine? was drastically 
reduced to 20 mg. every 4 hours, without producing 
any untoward effects. Improvement continued to an 
uneventful recovery. Thorazine? was discontinued 
on the fifteenth day, and the patient was discharged 
from the hospital on the following day. 

Patient was seen one month after leaving the 
hesoital, and as yet had not resumed drug intake. 
She had gained weight and stated that she felt well. 

She was seen again 3 months after discharge. 
She stated that she had not taken any sedation, and 
had no need to do so. Her only complaint was oc- 
casional insomnia. 


DIscuSssION 


Isbell et al.(3) presented a study which 
emphasized that sudden withdrawal of bar- 


biturates or reduction to 20%-50% of the 
accustomed dose, is followed by a clear-cut 
withdrawal syndrome. This syndrome is 
characterized by weakness, apprehension, 
anxiety, slight fever, anorexia, nausea, vomit- 
ing, tremors, disturbance in the cardiovascu- 
lar adjustment on standing, insomnia, con- 
vulsions, and psychosis. Convulsive seizures 
occurring during barbiturate withdrawal 
have been observed quite commonly at the 
United States Public Health Service Hospi- 
tals at Lexington, Kentucky, and Fort 
Worth, Texas(4, 5, 6, 7). Hewitt(8) re- 
ported 12 cases in which a toxic psychosis 
occurred during barbiturate withdrawal. 
Curran(3) discussed the effects of barbitu- 
rates on emotional processes and occurrence 
of psychosis with barbiturate intoxication. 
Any combination of the above-mentioned 
symptoms may occur with drug withdrawal. 
Recovery from chronic barbiturate intoxica- 
tion, and from the withdrawal syndrome, 
when it occurs, is usually complete and 
without permanent residual damage(1). At 
present, treatment of barbiturate addiction 
consists of withdrawing the drug slowly, per- 
haps over a period of a month(1, 2). Some 
observers(8) give an adequate dosage of a 
narcotic drug during the gradual withdrawal 
of the barbiturate in order to avoid the dan- 
ger attendant on the concomitant abstinence. 
Isbell et al. report that unless the patient be- 
comes psychotic, the acute withdrawal 
symptoms gradually disappear after 2 or 3 
weeks. 

The use of Thorazine? made it possible 
to immediately withdraw barbiturates and to 
effect a rapid amelioration of symptoms. 
Consequently, the hospital stay was con- 
siderably shortened. 

It is our feeling that the improvement 
noted was due to the effects of Thorazine? 
and that paraldehyde was unnecessary. Sig- 
nificant doses of paraldehyde were given 
only during the first 96 hours. Paraldehyde 
was discontinued on the fifth day and it alone 
would in no way constitute adequate treat- 
ment for this withdrawal syndrome. 


SUMMARY 


A patient with barbiturate addiction and 
the acute withdrawal syndrome was treated 
successfully with Thorazine.? We feel this 
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drug warrants further clinical investigation 
in the treatment of drug addiction. 
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A STUDY OF ISONIAZID AS AN ADJUNCT TO PSYCHOTHERAPY 
WM. J. TURNER, B.S., M.D., Huntincton, N. Y. 


Since January 1953, 18 ambulatory psy- 
chiatric patients, representing all major diag- 
nostic categories with the exception of or- 
ganic and senile psychoses, have been studied 
at the outpatient psychiatric service of the 
Roosevelt Hospital and in private practice, 
with the original aim of determining the 
effectiveness of isoniazid as an adjunct to 
psychotherapy. With this in mind subjects 
were chosen who nad had at least 1 year of 
psychotherapy prior to isoniazid, and a se- 
lected group of 8 were chosen who were 
under treatment by 7 of my colleagues at the 
Roosevelt Hospital. Each of these were un- 
der modified psychoanalytic therapy. They 
were matched as to diagnosis, age, and sex. 
One-half were given a placebo for 8 weeks 
followed by isoniazid 100 milligrams t.i.d. 
for 8 weeks. The other half had the isoniazid 
followed by placebo. Special attention was 
paid in all cases to the dynamic meaning of 
the medication of the patient in an effort to 


1 We should like to thank Chas. Pfizer & Co., 
who supplied tablets of both isoniazid and placebo. 


rule out effects due to magic thinking, oral 
gratifications, and the like. While 5 patients 
improved under the medication, in 3 cases 
this was only temporary. The improvement 
in these 5 cases could not be related to diag- 
nostic category. However, each of these 
patients had strongly inhibited or repressed 
oral needs (2 alcoholics, neurotic vomiting, 
an obsessional neurotic with food preoccupa- 
tions, and a paranoid with speech inhibition). 
Among the other patients were a number 
with apparently similar oral difficulties who 
were not improved at all. Improvement con- 
sisted in a decrease of intensity and dura- 
tion of rage accomparied by improved sleep, 
improved appetite, increasing ability to ver- 
balize their feelings, and better social rela- 
tionships. These effects appeared to be above 
and beyond those due to purely psychody- 
namic factors. While isoniazid has too slight 
and evanescent and unpredictable an effect 
to be generally of value in the treatment of 
psychiatric disorders, it is thought that it 
could be useful as an adjunct in the psycho- 
therapy of orally inhibited individuals. 
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PSYCHOSIS RESULTING FROM PENICILLIN HYPERSENSITIVITY 


Report OF A CASE AND REVIEW OF THE LITERATURE * 
SHELDON B. COHEN, Lt. MC-USNR, New Oreans, La. 


Penicillin, the most widely used of anti- 
biotics, is daily employed by almost every 
practicing physician. Despite the fact that 
untold thousands of lives have been saved by 
penicillin, recent journals(1, 2, 3, 4, 5, 6, 7) 
contain numerous cases of severe reactions 
to the drug. Intramuscular injection, oral 
ingestion, and parenteral application have all 
produced anaphylactic reactions, as well as 
a multitude of less severe reactions. Indeed, 
Blanton(1) reported the case of a 35-year- 
old drug salesman, so sensitive to the drug, 
that he developed severe paroxysmal dyspnea 
with coughing, wheezing, and rhinorrhea, 
when a patient in an adjoining, closed room 
was given penicillin by aerosol. It is gener- 
ally accepted (3, 5) that 5%-10% of those re- 
ceiving the drug show some untoward mani- 
festation, usually mild, transitory, allergic 
phenomena. Kern(3) believes that penicillin 
today is the commonest cause of drug allergy 
and that manifestations of penicillin sensi- 
tivity cover the whole gamut of allergic reac- 
tions and immunological deaths. 

In view of the above, it is surprising that 
only 3 previous reports(8, 9, 10) of severe 
psychiatric abnormalities associated with a 
reaction to penicillin could be found in the 
literature. Cormia, in 1945, reported the case 
of a 29-year-old soldier who, while receiving 
local applications of penicillin for a chronic 
eczematoid dermatitis of the face, became 
agitated, depressed, and confused. Associ- 
ated with the mental symptoms were fever, 
urticaria, massive edema of the face and ex- 
tremities, pulmonary edema, and arthralgias. 

Kline and Highsmith(g), in 1948, reported 
the case of an 18-year-old girl who had both 
oral and intramuscular penicillin for otitis 
media, 5 days following the uncomplicated 


1 The opinions expressed in this paper are those 
of the author and do not necessarily reflect the 
viewpoints of the U. S. Navy. 


use of intramuscular penicillin for an upper 
respiratory infection. Two days after ter- 
mination of therapy, she developed fever, 
urticaria, and arthralgias. With the adminis- 
tration of pyribenzamine, urticaria began to 
subside. Four days later she became restless, 
suspicious, and complained of hearing voices. 
When pyribenzamine was discontinued the 
hives were exacerbated and the mental symp- 
toms became more pronounced. Two days 
after reinstitution of the drug the hives sub- 
sided and the mental symptoms disappeared. 

Robinson, et al.(10), in 1952, reported 2 
cases of toxic psychosis in middle-aged men, 
which they attributed to penicillin in one in- 
stance, and chloromycetin and penicillin in 
the other. Both patients had visual hallucina- 
tions. The one who received penicillin alone 
also showed depression and grandiosity. The 
patient who received both drugs had tremors, 
dyspnea, and tachycardia. Disappearance of 
mental symptoms, with no specific treatment, 
was rapid in both. 

t is quite possible that other, milder, psy- 
chological reactions have been ignored or 
overlooked by busy physicians, preoccupied 
with the more obvious and demanding physi- 
cal manifestations of the allergic reaction to 
penicillin. 

Morginson(11), classifying the toxic reac- 
tions accompanying penicillin therapy, listed 
16 types of reactions produced by the anti- 
genic properties of penicillin. One of these 
was, “Euphoria and laughing, psychotic 
depression, agitation, confusion and nerv- 
ousness.” However, he presented no case 
material bearing on this topic and the only 
reference apparently relevant was the previ- 
ously cited case of Cormia. 

The following is the report of a patient 
who developed a transient psychotic reaction, 
associated with physical phenomena of an ob- 
vious allergic nature, following the ingestion 
of oral penicillin. 

699 
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CASE REPORT 


The patient, a 23-year-old white male, EN*, was 
admitted to the hospital, December 16, 1953, tense, 
anxious, tremulous, confused, and disoriented. Dur- 
ing the preceding week he had been suffering from 
a “cold”; 2 days prior to admission he decided 
to treat himself, using “cold tablets” given to him 
a number of months previously by his former 
HMC. He took 2 tablets (each containing 250,000 
units of crystalline potassium penicillin G) whose 
content was unknown to him at the time and, within 
24 hours, developed pedal edema and generalized 
urticaria, soon followed by elevation of tempera- 
ture. On the morning of December 14 he reported 
to sick bay with the above complaints and was 
given calamine lotion and pyribenzamine, taking 4 
50 mgm tablets during the day. The following 
morning he reported the urticaria as improved. 
That evening, after going home, he was unable to 
sleep, began sweating profusely, and had an ele- 
vated temperature. He felt himself “souped-up” 
and his family noted that his pupils were dilated 
and did not constrict when they flashed a light into 
them. He could not sleep, became irrational, and 
his brother brought him to the hospital. 

On admission the patient walked about the ad- 
mitting room and looked under tables and chairs, 
as though searching for something. He apparently 
thought himself aboard ship as he told the intern 
to “take the first watch and wake me up for the 
second watch.” He was started on epinephrine 
0.25 cc sc q 4 h and given calcium gluconate, 10 cc, 
I.V. Within a few hours the confusion cleared, the 
patient became approximately oriented for time, al- 
though he was still moderately tremulous and had 
persistence of generalized urticaria. Epinephrine 
and calcium gluconate were discontinued and within 
24 hours the patient showed an increase in confu- 
sion, angioneurotic edema of the lips appeared, and 
complaints of itching recurred. After being placed 
on epinephrine again, the urticaria began fading, 
itching disappeared and the patient became more 
alert and less disoriented. Within 48 hours after 
admission, he was clear mentally, and remained so 
throughout his hospital stay. To ascertain the pos- 
sible influence of pyribenzamine, he was given this 
drug, in increasing doses, up to 200 mgms daily, 
without any noticeable effects. He was observed 
for 2 weeks, during which time he remained clear 
and alert. 

History revealed the patient had 3 previous urti- 
caria) reactions to penicillin. In March 1951, he 
was given oral penicillin, one tablet daily for 3 
weeks, as part of a “test company” in boot camp. 
He developed slight fever, pedal edema, and urti- 
caria, all of which cleared upon symptomatic treat- 
ment with calamine lotion. On April 14, 1951, he 
developed acute pharyngitis, was treated with 
600,000 units of procaine penicillin in oil and again 
developed fever, urticaria, and pedal edema which 
subsided on symptomatic treatment. In September 
1953, while hospitalized for acute epididymitis, he 
again received procaine penicillin, with occurrence 
of allergic manifestations. Again, symptomatic 


treatment was successful. During none of these 3 
previous allergic episods were psychotic manifesta- 
tions evident. 

While in the hospite! in September 1952, the pa- 
tient developed sudden, unexplained pain in the pre- 
cordial region, which was diagnosed as acute peri- 
carditis, etiology unexplained. (This was confirmed 
by EKG.) Recovery from this was uneventful. 

Background.—The patient was born and reared 
in a small West Virginia coal mining town, being 
the third of 4 children born to a coal miner and his 
wife. Parents, siblings, and relatives are in good 
health, with no known mental illnesses or allergies. 
The patient completed high school at the age of 17, 
after which he worked for 24 years in the coal 
mines. He then joined the Navy in March 1951 
and has been aboard his present ship for the past 
2 years. He became a third class petty officer last 
year, likes his work, spends a good bit of his spare 
time studying engineering and plans to make a 
career of the Navy. He has been married, to a 
hometown girl, for a year and feels that their mar- 
riage is quite satisfactory. As soon as circumstances 
permit he plans to buy a home and raise a family. 
Aboard ship he is reported to be a very stable, 
hard-working, conscientious, well-liked individual. 


Discussion 


This case bears many similarities to the 
one described by Cormia(8) and to that of 
Kline and Highsmith(g). All these patients 
developed fever and urticaria shortly before, 
or concomitant with, the onset of mental 
symptoms. Other allergic manifestations, 
such as edema of the face and extremities, 
pulmonary edema, and arthralgias, occurred 
in I or 2 of the cases but not in all 3. Prob- 
ably coincidentally, all of these patients were 
young adults who apparently had previously 
enjoyed good physical and mental health. 
The probable allergic nature of the phenom- 
ena was shown in this case and that of Kline 
and Highsmith when withdrawal of antihista- 
minic agents (epinephrine and pyribenza- 
mine, respectively) produced an exacerba- 
tion of the mental symptoms, as well as the 
urticaria. One patient received topical peni- 
cillin therapy, one oral, while the third had a 
combination of oral and intramuscular peni- 
cillin. 

Quite different are the 2 cases of Robinson, 
et al.(10). Although probably suffering toxic 
psychoses, neither patient showed clear-cut 
evidence of hypersensitivity in other symp- 
toms (unless the dyspnea and tachycardia of 
the patient who received both penicillin and 
chloromycetin might be so construed). The 
lack of information concerning the nature 
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and extent of the original illnesses, which 
were severe enough to require hospitaliza- 
tion, the possible role of other drugs, and the 
use of 2 antibiotics with one of the patients, 
make the role of penicillin less clear in these 
2 patients.” 

The breakdown of the cases into 2 groups, 
similar with respect to toxic mental manifes- 
tations, and dissimilar with respect to gen- 
eralized manifestations of hypersensitivity, 
appears explicable on the basis of 1 of the 
2 following hypotheses. First, those cases 
displaying only psychotic phenomena may 
have been due to a toxin liberated by the 
original clinical condition, the physiological 
and psychological stress incident to the con- 
dition, or to some other drug received by 
the patient during the course of therapy. 
More adequate protocol would help to clarify 
this issue. Secondly, it is possible that the 
cerebral tissues of these patients were more 
sensitive to the antigenic properties of peni- 
cillin, thereby limiting the clinical phenomena 
to the central nervous system. Sensitivity 
studies of such patients would adequately 
test the veracity of this hypothesis. 

It has been demonstrated by Walker and 
Johnson(12) that injection of penicillin into 
the cerebral cortex of cats, monkeys, and hu- 
mans can produce seizures, the convulsions 
appearing directly related to the dosage of 
penicillin. Walker, et al.(13), have shown 
that systemically administered penicillin is 
absorbed by the brain in sufficient quantity to 
affect the electrical activity of the brain. Of 
51 patients who received penicillin for dis- 
eases other than those of the central nervous 
system, 60% had electroencephalographic 
abnormalities while receiving the drug, 
whereas EEG’s before and after therapy 
were normal. 

It seems logical that nervous tissue, like 
other tissues of the body, can respond to an 


2The writer recently saw, in consultation, a 
somewhat similar case: A middle-aged woman 
developed lobar pneumonia, with a temperature of 
104° F. and was near prostration. With intra- 
muscular procaine penicillin and symptomatic man- 
agement, she showed rapid clinical improvement. 
However, on the fourth hospital day, she had a 
“paranoid break,” with ideas of reference, persecu- 
tory delusions and auditory hallucinations. Mental 
symptoms cleared within a few days, despite con- 
tinued administration of penicillin. 


antigen, and that, in certain individuals, the 
tissues of the central nervous system will be 
the primary shock organ, producing psycho- 
logical and, or, neurological changes. That 
the latter is true is demonstrated by the cases 
of peripheral neuritis reported by Kolb and 
Gray(14). 

Kline and Highsmith(g) postulated that 
endematous lesions in the brain were respon- 
sible for the psychotic phenomena in their 
case, citing the simultaneous recurrence of 
urticaria, arthralgia, and mental symptoms 
when the antihistaminic agent was with- 
drawn. 

This case has been reported because of the 
rarity of similar cases in the literature, a 
rarity which, it is felt, is not duplicated in 
clinical practice. It is beyond the scope of 
this paper to cover the numerous other, more 
common, manifestations of penicillin reac- 
tions, already amply covered in numerous 
papers. The plea of many writers who have 
spoken for more judicious use of this ex- 
tremely valuable, life-saving drug can only 
be repeated. To say the least, elimination of 
its use in the treatment of minor illness, such 
as the common cold, where there is no sound 
medical justification for its use, as well as 
careful inquiry regarding any past allergic 
phenomena, should be the sine qua non for 
the employment of penicillin. 


SUMMARY 


A case of psychosis resulting from hyper- 
sensitivity to penicillin is reported and the 
literature on the topic reviewed, showing the 
paucity of previously reported cases. Hy- 
potheses regarding the mechanism of action 
of penicillin in producing psychological 
changes is presented. 
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A CASE OF A HIP-FRACTURE OCCURRING DURING ELECTRIC 
SHOCK TREATMENT IN A PATIENT WITH AN 
AMPUTATION STUMP 


JOHN LANZKRON, M.D., Mwwp.etown, N. Y. 


Bernard H., a 57-year-old white male, 
was admitted to the Middletown State Hos- 
pital on December 10, 1952, and a diagnosis 
of dementia praecox, paranoid type was 
made. Aside from the fact that the patient 
had a left mid-thigh amputation, physical 
examination was within normal limits. This 
amputation was necessary in 1926 following 
a motor accident. Patient walked fairly well 
with his artificial limb. 

On April 2, 1953, a course of electric 
shock treatments was started. On April 11, 
after the third electric shock treatment with 
120 volts, .2 seconds, producing a grand mal 
seizure, the patient complained of pain in 
his left hip. X-ray of the left hip did not re- 
veal any fracture. Electric shock treatments 
were then discontinued ; he slightly improved 
mentally. 

On December 29, 1953, electric shock 
treatments were again started because pa- 
tient’s mental condition warranted them and 
his physical condition was satisfactory. On 
December 31, after patient had received his 
fifth electric shock treatment with 110 volts 
.3 sec., producing a giand mal seizure, he 
complained of severe pain in his left hip 
joint. There was pain on movement and 
pain on pressure in his left hip joint; he 
could not lie or sit on the left side. X-ray, 


1The author wishes to express his thanks to 
Dr. Walter A. Schmitz, Director, Middletown 
State Hospital. 


January 4, 1954, showed a fracture of the 
neck of the left femur with the usual dis- 
placement. He was seen by our consulting 
surgeon and it was decided to immobilize his 
left leg in Buck’s traction which was done 
on January 4, 1954. On February 5 the 
traction was taken off; patient was fairly 
comfortable when he was lying quietly, but 
he still had pain on movement. X-ray of the 
left hip joint, March 4, 1954, showed that 
most of the femoral neck had now been 
absorbed. 

At the beginning of May patient could 
move his leg without pain although he still 
had some restriction in movement. Physio- 
therapy was ordered, so that patient again 
would be able to use his artificial limb. 

Kalinowsky and Hoch in their book 
Shock Treatments, Psychosurgery and Other 
Somatic Treatments in Psychiatry state un- 
der contraindication for electric shock: 


A problem is presented only by bone diseases and 
previous fractures as well as amputation stumps 

. . we have also treated patients with amputa- 
tion stumps without difficulties. 


Dr. Kalinowsky gave the following explana- 
tion of the above-mentioned statement: 
The listing of amputation stumps as a possible 


reason for fractures was based entirely on theo- 
retical grounds because of the decalcification of 


‘stumps. I never heard of a fracture in such cases 


but treated my own amputation cases with curare. 
It is for this reason that I believe yours is the 
first case to prove that my fear was justified. 
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AN INTERESTING CASE OF PORPHYRIA * 
8. HIRSCH, M.D.,? anv F. A. DUNSWORTH, M. D.* 


Haurrax, N. S. 


During a recent review of the cases of 
porphyria seen on the psychiatric service of 
the Victoria General Hospital, it was felt 
that the following case was interesting 
enough to warrant reporting. 

Mrs. M. G., a 27-year-old white, Scottish 
war-bride, of superior intelligence, was first 
admitted to the hospital in June 1947, com- 
plaining of abdominal pain, frequency, and 
dysuria. Because of an exhaustive negative 
medical investigation and obvious anxiety, 
she was seen by the psychiatric service. The 
history revealed a very difficult past and 
present life situation to which she adjusted 
herself poorly, and a diagnosis of “anxiety 
reaction” was made. 

She was next admitted on May 21, 1949, 
complaining of abdominal pain of 10 days 
duration and burning on urination. It was 
noted that hypodermic injections of sterile 
water relieved the pain. On May 24, an 
acute psychotic episode began and lasted 2 
weeks. She complained of “electric shocks,” 
“pins and needles running through her,” and 
of weakness of the limbs. She had paranoid 
delusions about the nurses, auditory and 
visual hallucinations, talked to herself, and 
urinated on the floor. She later said that the 
limb weakness began after she visited a para- 
plegic patient and that she knew it was the 
result of suggestion. She described the onset 
of episodes of abdominal pain under stress- 
producing conditions at home and gave a 
long history of instability from early child- 
hood, including some borderline hallucina- 
tory episodes. She described what appeared 


1From the Psychiatric Service of the Victoria 
General Hospital and the Department of Psychiatry, 
Dalhousie University. 

2 Assistant Professor of Psychiatry, Dalhousie 
University. 

8 Associate Professor of Psychiatry, Dalhousie 
University. 


to be an autistic love affair with the minister 
of her town. He had visited her a few days 
before the psychotic episode began. She was 
very dramatic and voluble and clung to any- 
one who would listen to her. She improved 
spontaneously with supportive measures, and 
left the hospital. 

Her next admission was August 19, 1949. 
Two weeks earlier she had had another at- 
tack of acute abdominal pain and vomiting, 
followed by constipation. A week later her 
arms and legs had become weak. At the 
time of admission all upper and lower limb 
movements were very weak. The neuro- 
logical service, in consultation, offered a ten- 
tative diagnosis of hysterical paralysis. 

Sodium pentothal was given intravenously 
and direct suggestion used to aid in quick 
mobilization. This quickly restored full 
movement of the legs but did not affect the 
arms. Following this, the leg weakness was 
variable. 

Two days after admission it was noticed 
that the patient’s urine was reddish brown 
and more careful history revealed that the 
patient had had periods of reddish urine for 
at least 3 years. Repeated examinations of 
the urine revealed porphyrins to be present. 
Her condition quickly deteriorated. On 
August 29, severe respiratory difficulty be- 
gan and the patient died on August 30. 
Postmortem examination confirmed the diag- 
nosis of porphyria. 

This case illustrates well the variable pic- 
ture possible in porphyria, the complex com- 
bination of organic and psychogenic symp- 
toms that can occur in what is primarily 
organic disease, and the danger of overesti- 
mating the importance of what seem to be 
classical psychogenic factors. It also illus- 
trates the danger of drawing positive con- 
clusions from restoration of function by the 
aid of intravenous barbiturates. 
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HISTORICAL NOTE 


DR. JOHN P. GRAY AND THE GUITEAU CASE 


In a letter dated December 31, 1932, writ- 
ten 50 years after the time and the events he 
refers to, Dr. Edward N. Brush, former edi- 
tor of this Journal, speaks of his former chief, 
Dr. John P. Gray, superintendent of the 
Utica (N. Y.) State Hospital, and his con- 
nection with the Guiteau case. 

Charles J. Guiteau, a religious fanatic with 
the aggressive exhibitionism of the street- 
corner preacher and a warped viewpoint, 
probably paranoid, had made a vain appeal 
to President James A. Garfield for appoint- 
ment to the Paris consulship, although the 
post was already occupied. He laid his plan 
and shot the President July 2, 1881. Presi- 
dent Garfield died September 19 and Guiteau 
was brought to trial for murder. Dr. Gray, 
one of the most prominent forensic psychia- 
trists of his time, was chief expert witness 
for the prosecution. 

In his letter Dr. Brush writes: “In Feby 
1882 Dr. Gray was called to Washington 
for conference with the U. S. District At- 
torney and his associates over the exceptions 
which had been filed by Guiteau’s counsel. 
He returned to Utica late in the afternoon 
of March 16th and at about 7: 30 while sit- 
ting in his office at the Asylum looking over 
some letters which had come in his absence 
and which I had answered and docketed for 
his information a man appeared at his office 
door which stood open and shot him. The 
ball entered about half an inch below the 
outer corner of the left eye and emerged 
about the center of the right cheek. 

“Dr. Gray as you may know was a very 
fleshy man; he had a very full face, the bullet 
went around, rather than through, the bones 
of the face and no serious damage resulted— 
though I believe the shock to the nervous 
system hastened the Doctor’s death, which 
took place in December 1886. 

“An account of the Guiteau case occurs 
in the American Journal of Insanity, Vol. 
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XXXVIII, Jan’y., 1882, occupying some 145 
pages. Owing to the Doctor’s illness the 
April issue for 1882 did not appear. . . . 

“Dr. Gray was in many ways a great man. 
He did dominate American Psychiatry. Had 
he turned to politics he would have gone far. 
His judgment of men, of their motives, of 
what they were really trying to do, concealed 
perhaps by some other apparent object, was 
really at times uncanny.” 

Through Dr. Gray’s influence the man 
who had attempted to kill him was not pun- 
ished as a would-be assassin but was com- 
mitted to the Asylum for Insane Criminals 
at Auburn, N. Y. 

The trial of Guiteau lasted 10 weeks and 
most of the time was occupied by the ques- 
tion of the defendant’s mental condition. 
There were 16 medical witnesses for the 
prosecution holding that Guiteau was sane 
and 8 for the defence maintaining that he 
was insane. The accused appeared to enjoy 
the proceedings thoroughly. He made his 
own plea: “My defence is insanity” ; “It was 
God’s act, not mine.” He frequently inter- 
jected comments of approval or denial as 
evidence of the various witnesses was being 
given. 

Dr. Gray was the last witness called; his 
evidence which was given at great length (52 
pages in this Journal) was no doubt the main 
influence in determining the outcome of the 
case. Guiteau was convicted of murder and 
was hanged July 30, 1882, a year and 28 
days after he had shot the President of 
the United States. 

Exhibitionist to the last he created a spec- 
tacle on the scaffold upon which The Nation 
commented thus : 


The exhibition of Friday, in which Guiteau was 
suffered to conduct a sort of religious service con- 
sisting of the reading of a chapter from the Bible, 
a blasphemous aid ruffianly and incoherent prayer 
and ridiculous poem was disgraceful, not simply to 
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our administration of justice, but to our civilization. 
Neither the Rev. Mr. Hicks nor the Warden can 
excuse his share in the transaction by pleading that 
he was taken by surprize. They knew what the 
criminal was going to do. His prayer was written 
out and the clergyman actually held the paper and 
the Bible for him to read. A more deliberate in- 
decency and profanation has not been committed in 
our day, and it is greatly to be regretted that those 
who were responsible for such a shameful scene 
cannot be punished for it as they deserve. 


A troubling thought occurs—that if Gui- 
teau had been tried in the year of grace 1955 
instead of 1882 the experts for the defence 
might have been successful, in which case 
the assassin, who was only 40 at the time of 
his crime, might spend several decades of his 
life in the protection and even comfort of a 
mental institution at the expense of those 
who pay taxes. 


THE INTELLECTUAL LIFE 


I think the scientist’s most important educative task is to get the average man to feel 
that the life of the intellect not only is a good life for those who actively lead it, but that 
it is also good for society as a whole that the intellectual life should be made possible for 
those capable of it, and that it should be prized and rewarded by the entire community. It 
is perhaps a gamble that society as a whole can be made to feel this. But I believe it is a 
gamble to which the scientific man is committed. If the human race is such a sort of 
creature that it cannot be made to feel that intellectual activity and satisfaction of the 
craving for understanding are goods in themselves then we might as well shut up shop 
here and now, and those of us who are made that way henceforth get the intellectual satis- 
factions necessary to us as best we can, surreptitiously and in spite of our fellows. 


—P. W. BripcMan 
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CORRESPON DENCE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY : 


S1r: Our attention has been called by Dr. 
John Whitehorn to what he characterizes as 
“an inadvertent misinterpretation” of a quo- 
tation from The Psychiatrist, His Training 
and Development, to which we referred in 
our recent article on psychotherapy (Am. J. 
Psychiat., 111: 401, 1954). The quotation 
was: “In formulating psychodynamics, indi- 
viduals tend to select their postulates with 
strong feelings of conviction, in accordance 
with private feelings or group allegiances 
rather than public knowledge.” As Dr. 
Whitehorn has correctly pointed out to us, 
“this statement was not originally presented 


as a description of method to be employed in 
reaching conclusions, but rather as a frank 
and explicit acknowledgment of one of the 
hazards or difficulties for anyone attempting 
creative work in the field of psychody- 
namics.” 

It was not our intention to misrepresent 
Dr. Whitehorn’s meaning and we wish to 
apologize to him if our statement has led to 
any such misinterpretation on the part of our 
readers. We have great sympathy and re- 
spect for earnest efforts to delineate clearly 
the limitations and sources of uncertainty in 
psychodynamics. 

Kart W. Bowman, M. D. 
Mitton Ross, M.D. 
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Recently there came to the attention of 
the writer a brief report of the activities of 
the Mental Health Section of the World 
Health Organization during the first 5 years 
of its existence, 1949-54. It will be remem- 
bered that the chief of this section is Dr. 
George R. Hargreaves, a distinguished Eng- 
lish psychiatrist, and a Corresponding Mem- 
ber of The American Psychiatric Associa- 
tion. Since so few American psychiatrists 
are familiar with the important and exten- 
sive program carried on by the Section a 
brief outline of its work will doubtless be of 
interest. 

At the headquarters of the World Health 
Organization in Geneva the main objective 
of the Mental Health Section is to assist in 
the development of knowledge on mental 
health to a point where it can be applied by 
public health administrations. Practical use 
of such knowledge is made particularly in 
selected regions where it can be dissemi- 
nated and applied through projects based on 
the conditions and needs of the area. A pro- 
gram designed to achieve these objectives 
is carried out by means of headquarters 
studies, meetings of experts, consultant as- 
sistance to countries, regional seminars, and 
fellowships. 

One type of activity which has proved 
highly successful and probably could have 
been undertaken only by an international 
organization has been the preparation and 
publication of reviews on subjects of interna- 
tional interest. For this purpose short-term 
consultants are recruited to make a thorough 
study of widely scattered literature, to inter- 
view experts, and visit institutions concerned 
with the problem in a number of countries. 

The first of these reviews, Psychiatric 
Aspects of Juvenile Delinquency, was origi- 
nally prepared as a contribution to the 
United Nations’ program for the prevention 
of crime and the treatment of offenders. This 
study reviews existing knowledge and prac- 
tice on the psychiatric aspects of the etiology, 
prevention and treatment of juvenile delin- 
quency. In order to write this review the 
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consultant assigned to the task conferred 
with over I50 experts on juvenile delin- 
quency and visited 60 institutions during a 
tour of United States and of Europe. 

Another study was Psychiatric Examina- 
tion of Offenders. This recommended a rou- 
tine psychiatric examination before trial and 
suggested the establishment of scientific legal 
institutes with social, psychiatric, and medi- 
cal divisions for observation, investigation 
and advice as to the further treatment of of- 
fenders. Another extensive review dealt with 
the welfare of homeless children with special 
reference to the psychological damage caused 
by the separation of the infant or young child 
from the mother. In addition to the original 
English and French editions by the World 
Health Organization this monograph was 
published in Danish, German, Serbo-Croat, 
Spanish, and Swedish translations. 

A third monograph, The African Mind in 
Health and Disease: A Study in Ethnopsy- 
chiatry, reached only speculative conclusions 
but posed many questions and it is hoped will 
stimulate further investigation of a compli- 
cated problem. 

Other studies have been a comparative 
survey of existing legislation on the hospi- 
talization of mental patients, on child de- 
velopment and its disorders with special 
reference to findings derived from electro- 
physiological and psychological research, and 
on juvenile epilepsy and its neurological, 
pharmacological, psychological, and social 
implications. Other studies which have 
either already been begun or are about to be 
initiated are on alcoholism, the epidemiology 
of psychiatric disorders, and juvenile schizo- 
phrenia. 

Another activity in the mental health pro- 
gram of WHO has been the holding of meet- 
ings by the Expert Committee on Mental 
Health. This Committee includes experts of 
high standing from different countries who 
may be called upon from time to time for 
advice on specific problems. It meets when 
convened by the Director-General to discuss 
and produce a report on subjects of special 
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current interest. Among subjects considered 
by this Committee have been the integration 
of mental health activities with other WHO 
programs, the development of postgraduate 
teaching facilities for psychiatrists, psychi- 
atric social workers, clinical psychologists 
and psychiatric nurses; also the role, func- 
tion, and administration of the community 
mental hospital. Other committees have 
dealt with such subjects as that of drugs 
liable to produce addiction, the problem of 
alcoholism, the study of homeless children, 
also the care of the mentally subnormal. 

Another service rendered by the Mental 
Health Section has been that of providing 
consultant assistance to individual govern- 
ments. The consultant surveys existing 
facilities in the particular field in which ad- 
vice has been sought and submits recom- 
mendations for development. 

A particularly successful type of activity in 
the mental health program has been the in- 
terchange and dissemination of knowledge by 
means of international seminars. Experts 
bring to these seminars new knowledge 
which is ready to be applied. The applica- 
tion is then discussed by representatives 
from different countries. These representa- 
tives have particular knowledge of the re- 
gional background, also the stimulus to apply 
the knowledge and experience on return to 


their own countries. These seminars have 
covered many mental health problems, fre- 
quently subjects especially acute in certain 
regions. 

In addition to its many other services pro- 
vided by WHO has been that of granting 
fellowships. Usually these have been granted 
for one of two purposes: either to enable 
suitable persons chosen by their governments 
to attend regional seminars, or to enable na- 
tionals at the request of their government to 
train in other countries in order that they 
may be better equipped to further mental 
health work in their own countries. The sub- 
jects of study by persons receiving the 
second type of fellowship have usually been 
general mental health, psychiatry, child psy- 
chiatry, and child welfare and guidance. A 
few fellowships were awarded for the study 
of such subjects as alcoholism, epilepsy, 
electroencephalography, psychiatric nursing, 
clinical psychology, psychosomatic medicine, 
juvenile delinquency, and other problems. 

It is obvious that through its Mental 
Health Section WHO is not only contribut- 
ing much to our knowledge of social and 
other problems growing out of mental and 


personality disorders but is disseminating 
this knowledge to a breadth equalled by no 
other agency. 


Artuur P. Noyes, M. D. 
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The Governors of the 16 Southern States 
met in conference at Boca Raton, Florida, 
November 11-13, 1954. Most of the Gover- 
nors were present, and I had the privilege 
of being present by invitation from the Gov- 
ernor of Virginia to participate in that por- 
tion of the program relating to mental health 
matters, especially the problems of training 
and research in this field. 

I must say that I have never seen a group 
of top level officials, especially the younger 
governors, more enthusiastic toward this 
problem as it relates to their respective 
states, and the very positive expression that 
it is urgent that something of a more con- 
structive nature must be done. 

A review of events leading up to this meet- 
ing may be appropriate. The Governors’ 
Conference in 1953 at Seattle, Washington, 
unanimously endorsed the report, “Training 
and Research in State Mental Health Pro- 
grams,” prepared by the Council of State 
Governments. That report strongly recom- 
mended interstate compacts and arrange- 
ments for the training of psychiatric person- 
nel and joint participation by the States in 
mental health research. It also recommended 
periodic regional mental health conferences 
for the furtherance of these objectives. 

In November 1953, the Southern Gover- 
nors’ Conference at Hot Springs, Virginia, 
took further action in regard to the above- 
mentioned action, and recommended: 

(1) That the Southern Regional Educa- 
tion Board begin an immediate survey of 
facilities for the training of psychiatric per- 
sonnel in the South, and that it report to 
this Conference those institutions best quali- 
fied to take additional students in the psy- 
chiatric disciplines from states which have 
no such training facilities. 

(2) That the Board also initiate a survey 
of institutions doing mental health research 
in the South, and that it recommend to this 
Conference those institutions capable of 
being enlarged to do additional research. 

(3) That upon completion of the above 
surveys by the Board, but in any case not 
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later than July 30, 1954, a Southern Re- 
gional mental health conference he held to 
discuss the surveys and draw up interstate 
compacts in mental health research and 
training. 

(4) That, in the interim, the individual 
states make official surveys of their training 
and research facilities—with particular em- 
phasis upon raising mental institutions in 
each state to the level of residency or affiliate 
accreditation—and that results of these sur- 
veys be presented to the 1954 regional men- 
tal health conference. 

(5) That the Southern Regional Educa- 
tion Board be requested to report the results 
of its study and any action taken to the 1954 
Southern Governors’ Conference. 

The Southern Regional Education Board 
obtained a special grant from the National 
Institute of Mental Health, employed a 
project staff, named a commission on Mental 
Health Training and Research which latter 
group defined the objectives and scope of the 
project and requested the Governors of the 
several states to appoint local mental health 
training and research committees which was 
done. 

The state committees made official surveys 
in their respective states of their needs and 
resources in mental health training and re- 
search and compiled recommendations for 
intrastate and interstate action. 

The findings of the surveys made by the 
individual state survey committees can be 
summarized as follows: (1) Mental dis- 
orders are a growing burden upon the states. 
(2) The states must have more trained per- 
sonnel in mental health programs. (3) The 
states need new knowledge. 

In accordance with the contents of the 
Governors’ recommendations a regional con- 
ference was held in Atlanta, Georgia, July 
21-24, 1954. This conference was attended 
by representatives from each of the states, 
about 170 in number, and included, gover- 
nors, legislators, lay people of varied inter- 
ests and professional people of various dis- 
ciplines. 
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This conference recommended that: (1) 
The states should increase appropriations to 
their universities and agencies which pre- 
pare mental health personnel and are able 
to undertake mental health research. (2) 
States which need trained people but lack 
training facilities should first consider estab- 
lishing regional arrangements with states or 
universities which can provide opportunities 
for training. (3) The states should jointly 
encourage the growth of regional mental 
health research centers. (4) The states 
should establish a Regional Council on Men- 
tal Health Training and Research. 

At its November 11, 1954, meeting in 
Boca Raton, Florida, the Southern Gover- 
nors’ Conference accepted the report of the 
Southern Regional Education Board and 
passed the following resolution: 


Wuenreas, The Southern Governors’ Conference 
at its meeting on November 4, 1953, recommended 
that the Southern Regional Education Board sur- 
vey mental health training and research facilities in 
the 16 states of the Conference, and report the re- 
sults of its study to the 1954 Southern Governors’ 
Conference, and 

Wuereas, Committees which the governors of 
the various states appointed and the Southern Re- 
gional Education Board have surveyed facilities in 
accordance with the recommendations of the 1954 
Conference, and 

Wuereas, The findings and recommendations of 
the survey point toward the need for increased 
emphasis on training and research in mental health 
within each state; for interstate agreements on de- 
velopment and use of facilities for training and re- 
search in mental health; and for the establishment 
and support of a Regional Council on Mental 
Health Training and Research as a means of as- 
sisting states, and 

Wuereas, These findings and recommendations 
have been formulated and endorsed by a distin- 
guished Commission, by state committees and heads 
of state programs of mental health, by the Re- 
gional Conference on Mental Health Training and 
Research, and by the third annual Legislative Work 
Conference on Regional Education, 

Now, Therefore, Be It Resolved, That the South- 
ern Governors’ Conference accept the recommenda- 
tions for increased emphasis on training and re- 
search in mental health within the states, for 
interstate arrangements on development and use of 
facilities in mental health training and research, 
and for the establishment and support by the states 
of a Regional Council on Mental Health Training 
and Research to assist states to achieve these ends, 
and 

Be It Further Resolved, That the Southern Gov- 
ernors’ Conference ask the Southern Regional Edu- 
cation Board to organize the proposed Regional 
Council on Mental Health Training and Research, 
and encourage each state to participate in the work 


of the Council by appropriating to the Board $8,000 
a year to support the Council’s operation, use of 
such funds to be restricted to activities of the 
Council, and 

Be It Further Resolved, That the Southern Gov- 
ernors’ Conference express its appreciation to the 
Southern Regional Education Board; to the many 
professional and lay persons who participated in this 
historic effort, and particularly to Dr. Nicholas 
Hobbs, Project Director, for his leadership; the 16 
state chairmen and the many committee members 
for their vigor and devotion; and the National In- 
stitute of Mental Health, Public Health Service, 
for its financial and professional assistance. 


Upon receipt of the above mentioned reso- 
lution the Southern Regional Education 
Board passed the following resolution : 

Wuenreas, Upon request of the Southern Gover- 
nors’ Conference the Southern Regional Education 
Board has organized and conducted a survey of 
mental health training and research in the Southern 
States, and 

Wuenreas, The Southern Governors’ Conference 
has endorsed the recommendations of the survey, 
and has requested the Southern Regional Education 
Board to organize a Regional Council on Mental 
Health Training and Research, and has encouraged 
the states to participate by making appropriations 
to the Southern Regional Education Board for this 
purpose, and 

Wuereas, The organization of such a Council 
clearly lies within the purposes and powers of the 
Southern Regional Education Board as defined by 
the Southern Regional Education Compact, 

Now, Therefore, Be It Resolved, That the South- 
ern Regional Education Board agree to establish 
said Regional Council on a temporary basis if funds 
can be obtained trom other than state sources for 
the support of the Council pending the availability 
of appropriations by state legislatures, and 

Be It Further Resolved, That the Southern Re- 
gional Education Board agree to organize said 
Council as an integral part of its operation, when at 
least 8 states make funds available for that purpose. 


It should be said by way of clarification 
that although the governors unanimously 
adopted the resolution some of the older 
governors made it clear that by so doing they 
were not committing their states to the ex- 
penditure of money. 

I think the task will be accomplished but 
there is still some work to be done to get the 
required number to make the necessary 
financial contribution. 

So in the South we continue to make 
progress against passive and sometimes stub- 
born resistance. Even though we have a 
green light, sometimes the motor stalls, espe- 
cially on a cold day, and by the time it is 
started again the light is red. 

Josern E. Barrett, M.D. 
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CENTENNIAL OF SAINT ELIzaBetHs Hos- 
PITAL.—On January 15, 1855, Saint Eliza- 
beths Hospital in Washington, D. C., admit- 
ted its first patients. This year it celebrates 
its centennial. Now a component unit of the 
U. S. Department of Health, Education, and 
Welfare, it was established by Act of Con- 
gress as the Government Hospital for the 
Insane. Dorothea Lynde Dix (1802-1887) 
was responsible for this action by the Con- 
gress, and her name will be given this year 
to the new 420-bed admission and treatment 
building at Saint Elizabeths, the Dorothea 
Lynde Dix Memorial Pavilion. 

On May 5 and 6, 1955, there will be held 
at the Hospital a 2-day meeting with invited 
guest speakers of international repute. A 
historical pageant depicting the life and 
works of Miss Dix—planned, written, and 
enacted by patients of the hospital—will also 
be presented at this time. 

During its hundred years Saint Elizabeths 
Hospital has had but 5 superintendents, in- 
cluding the present incumbent, Dr. Winfred 
Overholser. All 5 have been presidents of 
The American Psychiatric Association. The 
hospital has never been identified with any 
single school of psychiatric thought. It has 
trained thousands of psychiatrists, psychol- 
ogists, psychiatric nurses and social workers, 
ministers, occupation therapists, and others 
engaged in the treatment of the mentally ill. 
The several superintendents, notably Drs. 
White and Overholser, as well as a number 
of members of the staff (Bernard Glueck, 
John Lind, Ben Karpman), have enjoyed 
outstanding reputations as forensic psychia- 
trists. 

Shortly after the Russo-Japanese War, 
military psychiatry was introduced to this 
country at Saint Elizabeths Hospital and, 
during the past 4o years, there has been a 
close liaison between the psychiatric division 
of the military medical services and the Hos- 
pital. In World War II, hundreds of medi- 
cal officers, nurses, corpsmen, and Red Cross 
workers received their psychiatric orientation 
here. The only public mental hospital in 
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America which offers an A.M.A.-approved 
internship is Saint Elizabeths. 

Inquiries concerning the Centennial Cele- 
bration may be addressed to the Centennial 
Commission of Saint Elizabeths Hospital, 
Washington 20, D. C. 


Miss GoopriIcH, DEAN OF 
Nurses.—The nursing profession lost one of 
its great leaders in the death on the last day 
of 1954 of Miss Annie Warburton Goodrich 
at the age of 89. 

During her extraordinary professional 
career of more than 60 years, Miss Goodrich 
had held many of the highest posts in the 
nursing world, some of them unique. She 
had established at Yale University the first 
graduate school of nursing in the world, and 
was the first woman dean at that university. 
The U. S. Army’s first school for nurses was 
another monument to her professional ac- 
tivities, and she had also held the appoint- 
ment of special consultant in nursing educa- 
tion to the U. S. Public Health Service. For 
her work in setting up training for nurses 
serving in World War I, Miss Goodrich was 
awarded the Distinguished Service Medal. 
The first graduating class (1921) of the 
Army School of Nursing, established by 
Miss Goodrich, numbered 500, believed to 
be a record figure. 

She was devoted to all branches of nurs- 
ing education and the demands upon her 
time were many. Even after her retirement 
she traveled and lectured extensively. Dr. 
Burlingame took advantage of her advisory 
collaboration by securing her services as con- 
sulting director of nursing at the Neuropsy- 
chiatric Institute of Hartford Retreat (1938- 
1941). 

Miss Goodrich had served as president of 
various national and international nursing 
organizations, had been given honorary de- 
grees by several universities, and awarded 
medals by France and Belgium. 

At the New York World’s Fair in 1939, 
Miss Goodrich, for her contributions to the 
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public welfare, was named one of the 12 out- 
standing women of the last 50 years. 


THORAZINE AND RESERPIN STUDIES.— 
The New York Department of Mental Hy- 
giene has been conducting tests in 20 hos- 
pitals under the jurisdiction of the Depart- 
ment and directed by Dr. Henry Brill, 
assistant commissioner in charge of research. 

Approximately 1,400 patients with various 
diagnoses, many of them in disturbed mental 
states and hospitalized for years have been 
treated with thorazine since May 1954. Seven 
hundred patients were treated with reserpine. 
In both groups there was relief from anxiety 
and emotional tension, and the patients were 
more comfortable and accessible to other 
types of therapy. 

In a statement, January 19, 1955, Dr. 
Brill said: ‘Treatment indications are that 
thorazine and reserpin are valuable supple- 
ments to existing therapies and in some cases 
have replaced electric shock and lobotomy. 

. about 70% of properly selected patients 
have shown significant improvement... . 
On the basis of these findings we have de- 
cided that thorazine and reserpin will be used 
in the treatment of all suitable patients in De- 
partment of Mental Hygiene institutions.” 


AMERICAN MeEpicaL Writers’ Associa- 
TION.—This Association, an affiliate with the 
American Association for the Advancement 
of Science, and being “America’s Only Asso- 
ciation Devoted to Improvement of the Writ- 
ten Word in Medicine,” will hold its twelfth 
annual meeting at the Hotel Jefferson in St. 
Louis, Missouri, September 30 to October 1, 
1955. 

The American Medical Writers’ Associa- 
tion was organized in 1940 as the Mississippi 
Valley Medical Editors Association and be- 
gan its career with 27 members. In 1948 it 
was reorganized as the American Medical 
Writers’ Association, and has presently 603 
members. 

One of the services offered is the editorial 
revision of manuscripts intended for medical 
journals at the nominal charge of 4 dollars 
for manuscripts up to 1,000 words, and 3 
dollars for each additional 1,000 words or 
less. This service is limited to members of 
the American Medical Writers’ Association 


and is intended “to help maintain and ad- 
vance high standards of medical literature.” 

The address of the secretary, Harold 
Swanberg, M. D., is 209-224 W. C. U. Build- 
ing, Quincy, IIl. 


KarEN Horney Lecrure.—tThe third 
annual Karen Horney Lecture will be given 
by Dr. Kenneth E. Appel, professor of psy- 
chiatry, University of Pennsylvania, on the 
evening of March 23, 1955, under the spon- 
sorship of the Association for the Advance- 
ment of Psychoanalysis, at the New York 
Academy of Medicine. The lecture will be 
preceeded by a dinner in the President’s Gal- 
lery of the Academy. Dr. Appel’s subject 
will be “Principles and Practices of Psycho- 
therapy.” 


Detaware State MepicaL JOURNAL 
MENTAL HycieNE Numser.—The annual 
Mental Hygiene number of this Journal, 
of which Dr. M. A. Tarumianz is the asso- 
ciate and managing editor, appeared in Au- 
gust 1954. Nearly all of the articles in this 
issue were contributed by members of Dr. 
Tarumianz’ staff at the Delaware State Hos- 
pital at Farnhurst. 

In an editorial comment, Dr. Tarumianz 
expresses a hope that the governor of Dela- 
ware will appoint a committee to consider 
the need for establishing a medical school at 
the State University, a project that has been 
under discussion for some time. 


RESEARCH ON JUVENILE DELINQUENCY. 
—Fifteen experts in the fields of psychology 
and psychiatry will participate in a confer- 
ence on the psychological causes of juvenile 
delinquency being sponsored by the Welfare 
and Heaith Council of New York City. The 
conference, made possible by a gift of $2,500 
from the Edward L. Bernays Foundation, 
will be held March 4-5, at the Princeton Inn, 
Princeton, New Jersey. 

The Welfare and Health Council is the 
voluntary planning and coordinating agency 
for more than 380 public and pr’vate social 
service organizations in New Youx City. 


Dr. Corte Heaps Biopnuysics Lasora- 
TorY.—Surgeon-General Leonard A. Scheele 
of the U. S. Public Health Service has an- 
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nounced the appointment of Dr. Kenneth S. 
Cole as director of biophysics in the Na- 
tional Institute of Neurological Diseases and 
Blindness at Bethesda, Maryland. 

Dr. Cole, formerly technical director of 
the Naval Medical Research Institute, is an 
authority on the biophysics of the nervous 
system and the transmission of nerve im- 
pulses. 


New Jersey NeuropsycHiAtric Asso- 
CIATION.—This association has elected the 
following officers for the year 1955: presi- 
dent, Dr. J. Lawrence Evans, Englewood, 
N. J.; president-elect, Dr. Evelyn Ivey, Mor- 
ristown ; secretary, Dr. Ira S. Ross, Newark ; 
treasurer, Dr. David McCreight, Marlboro; 
trustees: Drs. Robert Garber, Princeton; 
William Furst, East Orange; Leon Rezni- 
koff, Weehawken; Luman Tenney, Prince- 
ton; John Kelley, New Brunswick; and 
Floyd Fortuin, Paterson. The past-presi- 
dent is Dr. Frank P. Pignataro, Red Bank, 
N. J. 


THe WaAsHINGTON Psycuiatric Soci- 
ETY.—At its meeting, January 14, 1955, this 
society elected the following new officers: 
Dr. Marshall DeG. Ruffin, president; Dr. 
Winfred Overholser, president-elect; Dr. 
Marvin L. Adland, secretary; Dr. Norman 
Taub, treasurer. Council members are Dr. 
Ruffin, chairman, and Drs. Marvin L. 
Adland, Robert A. Cohen, Douglas Noble, 
Winfred Overholser, Seymour J. Rosenberg, 
and Norman Taub. 

The Washington Psychiatric Society and 
the Metropolitan District Branch have voted 
to combine organizations, effective July 1, 
1955, and the new organization will be 
known as The Washington Psychiatric So- 
ciety, a District Branch of the APA. 


SecoND INTERNATIONAL CONGRESS OF 
NEvUROPATHOLOGY.—The Second Interna- 
tional Congress will be held in London, Sep- 
tember 12-17, 1955, and is being organized 
by the British Committee to the Congress. 

Messrs. Thos. Cook & Son, Ltd., have 
been appointed as official agents for travel- 
ing arrangements. 

The preliminary meeting for the Second 
International Congress, held in London, 


July 15, 1954, proposed the following main 
topics for discussion in plenary sessions: 
(1) Cytochemistry of the neurons in rela- 
tion to injury and other environmental 
changes, excluding lipoidoses. (2) The 
blood-brain barrier in inflammation and al- 
lergy. (3) Problems in the malignancy of 
gliomas. 

The chairman of the American committee 
to the Congress, appointed by the American 
Association of Neuropathologists, is Dr. 
Armando Ferraro, 722 West 168th Street, 
New York 32, N. Y. Papers for the Con- 
gress program, not exceeding 10-15 minutes’ 
reading time, may be sent to Dr. Ferraro. 

Members of the American Association of 
Neuropathologists, the American Neurolog- 
ical Association, The American Psychiatric 
Association, and the American Association 
of Pathologists, interested in presenting pa- 
pers dealing with neuropathological prob- 
lems, are cordially invited to do so. 


RorscHacH Test WorksHops.—The 
Department of Psychology, University of 
Chicago, announces its 1955 summer work- 
shops in the Rorschach test, to be conducted 
by Dr. S. J. Beck the weeks of July 11-15 
and July 18-22. The basic processes in test 
evaluation will occupy the first week. The 
second week will be devoted to problems of 
advanced clinical interpretation, exemplified 
by children in more disturbed states and by 
adults in milder neurotic conditions. Work- 
shop I may be taken by students at, or ready 
for, the intern level. Admission to Work- 
shop II is limited to psychologists and psy- 
chiatrists in clinical positions or practice. 
For full information, write to the Executive 
Secretary, Department of Psychology, The 
University of Chicago, 5728 South Ellis 
Avenue, Chicago 37, IIl. 


SUMMER ScHOOL oF ALCOHOL STUDIES. 
—The Summer School of Alcohol Studies 
of the Laboratory of Applied Physiology, 
Yale University, will hold its thirteenth an- 
nual session during the 4-week period, June 
27 to July 22, 1955. 

Lecturers will be drawn from the Yale 
University faculty and from other institu- 
tions. Specialists in various fields, such as, 
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medicine, religion, education, and public 
health, will also address the student body. 
Men and women engaged professionally 
in activities in which a knowledge of the 
problems of alcohol would be an advantage 
will be considered qualified for admission. 
All other applicants will be required to have 
a college education or equivalent experience. 
For further details address the Registrar, 


Summer School of Alcohol Studies, 52 Hill- 
house Avenue, Yale Station, New Haven, 
Conn. 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
TION.—The thirty-second annual meeting of 
this association is being held from February 
28 through March 2, 1955, at the Fiotel 
Sherman, Chicago, Illinois. 


DISCIPLINE 


Thinking about sense-objects 


Will attach you to sense-objects ; 

Grow attached, and you become addicted ; 

Thwart your addiction, it turns to anger; 

Be angry, and you confuse your mind; 

Confuse your mind, you forget the lesson of experience; 
Forget experience, you lose discrimination ; 

Lose discrimination, and you miss life’s only purpose. 


—BHAGAVAD-GITA 
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Uses aNp Asuses or PsycuoLocy. By H. J. Ey- 
senck. (London: Penguin Books, 1953. Price: 
2/6d.) 


Dr. Eysenck’s views on personality are well 
known to professional psychologists. He has al- 
ready expounded them in a series of monographs 
summarizing the results of his very numerous ex- 
perimental studies. These studies are remarkable 
for strict adherence to objectivity in observation 
and careful statistical assessment of their results. 

This austerely scientific approach has not re- 
stricted the scope of his enquiries, which have been 
concerned not merely with clinical aspects of mental 
disfunction, but have ranged widely over the whole 
field of social psychology. He has devised measures 
of antisemitism, of radicalism and conservatism, and 
of the authoritarian character; and has applied his 
experimental techniques to exploring such elusive 
subjects as graphology, and the sense of humor. 

His own sense of humor is well to the fore in 
this first “popular” presentation of his opinions on 
current topics in psychology. It tempers the trench- 
ant criticisms which he directs against schools of 
thought which he considers less than scientific. 
Reading his vigorous, not to say explosive, chap- 
ters one is reminded of a colloquy from Boswell: 

“Dr. Johnson: Well, we had a good talk.” 

“Boswell: Yes, Sir, you tossed and gored several 
persons.” 

In turn, psychoanalysts, holists, believers in the 
efficacy of the interview as a selection device, psy- 
chotherapists who believe that they contribute to 
their patients’ getting better, and educationists whose 
views do not concur with Dr. Eysenck’s are 
chastised with bell, book, and candle. An especially 
vigorous drubbing is reserved for Geoffrey Gorer, 
whose essay on the American character is singled 
out as one of the abuses of psychology. 

These polemics could be exasperating were the 
author’s hubris uncontrolled. He clearly shows, 
however, both in his own work and in his judgment 
of others that he respects originality of thought 
whenever it is combined with readiness to submit 
to scientific testing of the hypotheses to which it has 
given rise. Ambiguity and loose thinking are his 
enemies, and he is always willing to give credit 
where he feels it is due—even to Sigmund Freud. 
His diatribe against Freudians ends with the anath- 
ema: “Psychoanalysis is unscientific,” but he goes 
on in this, as in each several context, to show how 
scientific methods of enquiry could turn interesting 
speculation into established fact. 

Popular psychology has sometimes tended to be- 
come a debased currency, but this fresh and stimu- 
lating volume will go far to enlighten the intelligent 
lay reader about the achievements and the aspira- 
tions of the science as it stands today. Its scope is 
wide, as is shown by the four main divisions of the 
text—Intelligence Testing, Vocational Psychology, 


Abnormal Behaviour (including sections on psycho- 
therapy and psychoanalysis), and Social Attitudes. 
This is a book which challenges, and which must 
provoke disagreement at one point or another, in 
anyone of spirit: but its provocation is of the salu- 
tary kind which leads one to think again and mar- 
shall one’s evidence. Dr. Eysenck is forthright in 
condemning muddled thinking, but humble in the 
face of well-substantiated facts. As a result, in 
spite of its polemic tone, this is a very positive and 
heartening exposition of the subject. 
G. M. Carstairs, 
Institute of Psychiatry, 
London, England. 


La Gusrison By C. G. Jung. In- 
troduced and arranged by Dr. Roland Cahen. 
(Geneva: University Library, Georg & Co., 
1953. Price: goo fr.) 


A few words as to Dr. Cahen’s purpose in pre- 
paring this book: The views and teachings of 
Jung relating to psychotherapy are to be found 
throughout his numerous published contributions. 
A dozen years or so ago Cahen expressed the wish 
that Jung might bring together in organized form 
in a single manual the substance of all this scat- 
tered material. But Jung was preoccupied with 
many other subjects, as his later books have at- 
tested, and left the task to Cahen. The present 
volume is the result; it took 10 years to produce it. 
Its title was inspired by that of the master work— 
Les Médications Psychologiques—of Pierre Janet, 
“ce précurseur de genie qui fut le maitre de Jung.” 

As everyone knows, Jung was one of the original 
Freudians ; but the “beloved son” became a heretic, 
repudiating fundamental Freudian principles to set 
up his own system of psychology, personality evo- 
lution, paleosociology, and mysticism. His prodi- 
gious mind could not be confined within clinical 
limits, but surveyed also the worlds of folklore, 
philosophy, religion, mythology, and alchemy. (The 
transmutations the alchemists arrived at, he be- 
lieves, throw light on the psychological metamor- 
phosis which is the goal of psychotherapy.) 

From all this background it was inevitable that 
Jung’s kind of psychotherapy should be sui generis. 
At the same time in its breadth it would make 
room for individual differences among practitioners. 
First of all it is needful for the physician practicing 
psychotherapy to strive to free himself to the very 
utmost of preconceptions (ideally of course impos- 
sible). Each patient must be accepted as a unique 
personality presenting unique problems; and, just 
as important, each physician will evolve his own 
personal method—‘“sa methode c’est lui.” So true 
is this, the author comments, that “any physician 
who announces that he will give treatment accord- 
ing to this or that authority, by such limitations 
compromises the very purposes of his treatment.” 
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And further, “The most important curative factor 
in psychotherapy resides in the personality of the 
physician.” 

Tracing the history of twentieth century psycho- 
therapy one observes that each phase “porte en 
soi un cachet singulier: celui du définitif.” Thus, 
the author notes, one finds advocates of catharsis 
who seem never to have heard of the interpretation 
of dreams, Freudians who will have nothing to do 
with the psychology of Adler, Adlerians who take 
no stock in the unconscious. “Chacun semble cap- 
tivé par cette séduction du définitif qui émane de 
la phase, quelle qu'elle soit, ot il se trouve... .” 
Together with the broadest perspective in psy- 
chology and human relations, self-knowledge and 
self-discipline are indispensable to the therapist. 
The final phase of self-training for the practice of 
his profession and likewise the ultimate goal in the 
treatment of his patient Jung calls metamorphosis 
of the personality. 

Psychotherapy becomes a form of dialectic, which 
originally was the art of conversation among the 
ancient philosophers. In the Jungian dialectic be- 
tween physician and patient the physician must 
“renoncer a toute prétension de savoir préalable 
et infaillible, 4 toute autorité, 4 toute volonté, 
d’influence, qu'elle soit massive et délibérée ou, pire 
encore, inconscietete, et insidiense.” In this ideal 
rapport the questionably possible is aimed at, 
namely, the elimination of any element of sugges- 
tion. That the physician should free his mind to 
the utmost of preconceived ideas goes without say- 
ing, and that he should assume the role of “a co- 
participant in a process of individual development. 
. .. It is a supreme rule of the dialectic procedure 
to accord to the individuality of the patient the 
same dignity and the same rights to existence as 
to that of the physician.” 

There follow detailed discussions of the practice 
of psychotherapy, its means and objectives, based 
on Jung’s psychology. This completes the first of 
the two parts into which the work is divided. 

The second part includes an outline of the evo- 
lution of the Jungian method divided into decades 
beginning with 1910. In the chapter dealing with 
the second decade, “the situation of psychotherapy 
in 1920,” Jung discusses the differences between the 
doctrine of Freud and his own, dutifully endeavor- 
ing to make allowance for his own parti pris. As 
Jung puts it Freud’s views are “the most accu- 
rate expression of his personal psychology ... 
of what he has subjectively experienced. . . . He is 
himself the most obvious example of his own psy- 
chology. . . . Others than Freud have other psy- 
chologies,” for example, Alfred Adler. Jung re- 
proaches both schools for considering patients from 
a pathological standpoint, “and uniquely in the 
perspective of their defects. . . . I prefer to disci- 
pline myself to understand the human being in the 
perspective of health and to free the patient from 
this psychology that Freud describes on every page 
of his works.” 

Jung elaborates several points on which his 
Weltanschawung contrasts with that of Freud. 
There is for example “l’incapacité de Freud a 


comprendre l’expérience religieuse.” Jung takes for 
granted the validity of religious experience and 
exposes himself to the charge of mysticism. Another 
of the traits which, as he says, “distinguishes me 
most emphatically from Freud is doubtless this 
recognition of the subjective character of every 
psychology erected by an individual investigator.” 

At all events the psychotherapist “ne saurait 
trop se hater d’écarter tout schématisme, tout 
dogmatism, tout esprit doctrinaire, si l’on veut 
éviter que le diveloppement de notre theropeutique 
n’aboutisse 4 une impasse.” 

C. B. 


Tue Practice or PsycHotuerary. By C. G. Jung. 
Translated by R. F. C. Hull. (New York: 
Pantheon Books, 1954. Price: $4.50.) 


It is of interest to compare this volume with the 
French treatise on the psychotherapy of Jung 
issued in 1953. In the latter work, La Guérison 
Psychologique, Dr. Roland Cahen has brought to- 
gether all the material dealing with psychotherapy 
in the numerous publications of Jung. This ma- 
terial he has then arranged and adapted to produce 
an original book which is his own. When he 
showed the manuscript to Jung, the latter as he 
turned the pages inquired whether this or that 
chapter was his or Cahen’s. 

The present work is indubitably Jung’s. It does 
not claim to present everything that Jung has writ- 
ten on psychotherapy but it does offer his most 
important papers, many of them translated here 
for the first time. Each chapter represents a sepa- 
rate paper or monograph and the bibliographical 
references are given. The dates of the several 
items range from 1928 to 1951. 

This part of the book, dealing specifically with 
the practice of psychotherapy, runs to 160 pages. 
(The Cahen text fills 316 pages.) But in the present 
volume is included a lengthy dissertation (177 
pages) on the Psychology of Transference, first 
published as Die Psychologie der Ubertragung in 
1946. Here Jung is not writing for the novice; he 
assumes moreover some familiarity with his earlier 
book Psychology and Alchemy (v. review, this 
Journal, Nov. 1954). The reason is that he dis- 
cerns in the situation that analysts call transference 
a striking and close parallelism with the symbolism 
and imagery of alchemy. 

From the original Freudian concept of Uber- 
tragung Jung has diverged. “Although I originally 
agreed with Freud that the importance of the trans- 
ference could hardly be overestimated, increasing 
experience has forced me to realize that its impor- 
tance is relative. The transference is like those 
medicines which are a panacea for one and pure 
poison for another. In one case its appearance de- 
notes a change for the better, in another it is a 
hindrance and an aggravation, if not a change for 
the worse, and in a third it is relatively unimpor- 
tant. Generally speaking, however, it is a critical 
phenomenon of varying shades of meaning and its 
absence is as significant as its presence.” 

But it is the alchemical significance that is of 
particular interest; and here, as Jung forewarns, 
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the amateur is likely to find himself beyond his 
depth. We had best stay on the shore and only 
look out o’er the mystic waves. The “mystic mar- 
riage” of the alchemist which became the chemical 
combination of the chemist represented an “affinity” 
of the bodies drawn together and these were 
thought of in human terms as male and female. 
This mystic union is expressed in Christian my- 
thology as the marriage of Christ and the Church, 
also, as often depicted in art, Christ becomes the 
celestial bridegroom of women devoted to the 
saintly life. In other systems too the same concept 
occurs, as in the mystic union of the soul with the 
deity in states of trance or illumination. A similar 
process is postulated in the “unconscious” transfer 
by the neurotic patient of his maladjustment to the 
doctor. “This bond is often of such intensity that 
we could almost speak of a ‘combination.’ ... In 
Freudian technique the doctor tries to ward off the 
transference as much as possible. . . . Hence the 
doctor’s preference for sitting behind the patient.” 
Jung states reassuringly that this phenomenon “can 
happen [also] to the teacher, the clergyman, the 
general practitioner, and—last but not least—the 
husband.” 

An untaught person cannot hope to follow Jung 
through the multitudinous intricacies of this tena- 
cious bond between patient and doctor, if indeed it 
were desirable to do so. In this section of the book 
also are long theological discussions with Latin 
quotations from the Church fathers which may not 
strike one as particularly germane to scientific 
medicine or therapy, although it would be heresy 
to the all-the-way Jungian to say so. But these 
are all exemplified in the philosophy of alchemy 
and in the psychology of the unconscious. “Alchemy 
describes, not merely in general outline but often 
in the most astonishing detail, the same psycho- 
logical phenominology which can be observed in 
analysis of the unconscious process.” 

There follows “An Account of the Transference 
Phenomena Based on the Illustrations to the 
Rosarinae Philosophorum.” There are numerous 
illustrations from the alchemical text with ample 
exegesis reflecting profound scholarship before 
which the reviewer can only bow humbly and 
impotently. 

The author reassures us in an Epilogue that his 
illustration of his subject by means of alchemical 
symbolism “must be regarded as a mere experi- 
ment,” and that he has “no desire to attribute any 
conclusive significance to it.” He considers it worth 
while for the light it throws on the transference 
phenomenon, which “is without doubt one of the 
most important syndromes in the process of indi- 
viduation ; its wealth of meanings goes far beyond 
mere personal likes and dislikes. By virtue of its 
collective contents and symbols it transcends the 
individual personality and extends into the social 
sphere, reminding us of those higher human rela- 
tionships which are so painfully absent in our 
present social order, or rather disorder. . . . It is 
as though the psyche were the indispensable instru- 
ment in the reorganization of a civilized community 
as opposed to the collectivities which are so much 


in favor today, with their aggregations of half- 
baked mass-men. This type of organization has a 
meaning only if the human material it purports to 
organize is good for something. But the mass-man 
is good for nothing—he is a mere particle that has 
forgotten what it is to be human and has lost its 
soul. What our world lacks is the psychic con- 
nection; and no clique, no community of interests, 
no political party, and no State will ever be able to 


replace this.” 
G. BB. 


A PuitosopnicaL Stupy oF THE HUMAN MIND. By 
Joseph Barrell. (New York: Philosophical 
Library, 1954. Price: $6.00.) 


This book is a study of personality, a classifica- 
tion and diagnosis of types of normal personality. 
It owes much to James and Jung, and also draws 
heavily upon the author’s own personal experience 
and his general reading in literature. By its title 
it claims to be a philosophical study, and as such 
it will be discussed here. The author considers 
philosophy to be wisdom about the human mind— 
“wisdom possessed for the most part by psycholo- 
gists,” and it is his purpose to communicate this 
wisdom to the lay public. He is saying in short that 
philosophy may be equated with psychology. This 
has been said before, but it is a momentous propo- 
sition. On it hinges the entire importance which 
the author appears to attach to his book. It is 
therefore scarcely credible that he has not given it 
a particle of discussion by way of justification. He 
gives a further reason for calling the work phi- 
losophy, namely, that it represents a synthesis of 
the various truths obtained from different schools 
of psychology. Such an effort of amalgamation is 
regarded as a specifically philosophic task. This 
suggests, contrary to the first proposition, that 
philosophy is something distinct from psychology. 
But is not the synthesis of truths in any special 
field of scientific inquiry, or the making of them to 
cohere in a system of explanation, one of the prin- 
cipal aspects of scientific inquiry? The physicist 
is continuously engaged in doing it in physics, and 
the psychologist in psychology. There is nothing 
in the least “philosophical” as opposed to “scien- 
tific’ about such an activity. It belongs to the very 
nature of scientific inquiry itself. It would be a 
pity if, as seems possible, Professor Barrell has 
committed himself to missing the audience for 
whom his book was written. 

R. F. McRae, 
Dept. of Philosophy, 
University of Toronto. 


Tue PainruL PHantom. By Lawrence C. Kolb, 
M.D. (Springfield: C. C. Thomas, 1954. 
Price: $1.50.) 


This is a monograph of the American Lecture 
Series which superbly discusses the psychology, 
physiology, and treatment of the painful phantom. 
A list of references is appended. 

Kolb points out that the observation has been 
made that the painful phantom, in contrast to the 
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painless phantom, is infrequently encountered ; that a 
complaint of pain may represent an affective associ- 
ation or symbolization; that references to the phan- 
tom and the superstitions attached to it extend far 
into the past. Kolb states that “the occurrence of 
the phantom phenomenon is best explained as the 
patient’s enduring concept of his total body image 
after the loss of a part through amputation.” 

He found evidence that the amputee tends to pro- 
ject his defect into his environment. The mono- 
graph contains several excellent case histories. 

According to Kolb, failure of the amputee to 
make the necessary adaptations suggests the exist- 
ence of a co-existing personality disturbance. He 
states “amputation leads to an upsurgence of anxiety 
owing to the distortion of the patient’s concept of 
his body and therefore of himself. This distortion 
requires readaptation in relation to others and to 
society.” 

This monograph of 50 pages is of inestimable 
value to all physicians and surgeons who must deal 
with the problem of amputations, of phantom limbs, 
and with the rehabilitation of the amputee. 

T. L. Sontat, M. D., 
Ochsner Clinic, 
New Orleans, La. 


Psycuiatric Nursinc. Fifth Edition. By Katharine 
McL. Steele and Marguerite L. Manfreda. 
(Philadelphia: F. A. Davis, 1954.) 


In this edition of their text the authors have added 
5 new chapters: Personality Development, Obser- 
vation of Symptomatic Behavior, Observation of 
Neurologic Symptoms, Psychophysica! Control of 
Disturbed Patients, and Postpartum Psychoses and 
Neuroses. Toxic psychoses are discussed elsewhere, 
and the new chapter on postpartum psychoses is a 
discussion of the type of personality thought to be 
most susceptible and the possibilities of psychiatric 
prevention. The former chapter on Educational 
Therapy has become a more inclusive one, now 
called Therapeutic Activities. 

There will be full agreement with the authors’ 
statement that one of the most difficult and contro- 
versial problems of psychiatric nursing is the skilful 
management of acutely disturbed patients; nor need 
they apologize for special attention to this problem, 
since the book is quite largely concerned with neces- 
sary techniques. This chapter contains most useful 
illustrations of safe and effective methods of con- 
trol; but perhaps more useful still is the emphasis 
on methods of foreseeing and preventing the devel- 
opment of emergency situations. 

The final chapter, written by a male sociologist, is 
an attempt to show the role the public health nurse 
should play in the psychiatric field in the commu- 
nity, particularly in prevention. The author stresses 
the point that the public health nurse “should be 
able to recognize incipient psychiatric problems and 
to teach the principles of sound mental hygiene.” 

He indicates her functions in home, industry, 
school, and the armed forces: and emphasizes the 
nurse’s long and continuous relationship with the 
patient “from the time of prenatal existence and 


birth through the crises of life down to death.” 
She has much to do with laying the foundations of 
mental hygiene for babies and their mothers. He 
regrets therefore that so few public health nurses 
have had specialized psychiatric experience. It is 
unfortunately too true that is so. The psychological 
aspects of their work and specifically the subject of 
mental hygiene are not entirely neglected in the 
preparation of public health nurses, but few have 
had the vivid experience of actual contact with the 
mentally ill as they have with the physically ill. This 
is one of the results of an unsound system of nursing 
education, now in process of change. Basic prepa- 
ration for nursing should of course be general; it 
must consider equally the patient in the hospital and 
in the community at large, so it must make no arti- 
ficial distinction between the psychological and the 
physical aspects of that patient. 
N. D. Frorer, B. A., R. N., 
School of Nursing, 
University of Toronto. 


Tue TecHNique or PsycuotHeraPy. By Lewis R. 
Wolberg, M.D. (New York: Grune & Strat- 
ton, 1954. Price: $14.75.) 


Under the biography of the author of this book 
in the 1950 Biographical Directory of The Ameri- 
can Psychiatric Association one finds: “Publica- 
tions :—‘Technics of Psychotherapy’ (1950).” Ap- 
parently much more time was required in the 
writing and publication of this book than was origi- 
nally planned or else its concept was changed. 
Neither would be suprising considering the author’s 
purpose as stated in the Preface: “to delineate a 
basic sound structure of good psychotherapy.” 

The result of his efforts is a rather large but 
easily readable book of some 53 chapters plus a 
case history which comprehensively summarizes 
the whole field. The author’s eclectic approach is 
well exemplified in the first chapter. It is titled by 
a question (What Is Psychotherapy?), states and 
discusses his answer (“a form of treatment for 
problems of an emotional nature in which a trained 
person deliberately establishes a professional rela- 
tionship with a patient with the object of remov- 
ing, modifying, or retarding existing symptoms, of 
mediating disturbed patterns of behavior and of 
promoting positive personality growth and de- 
velopment”), and then adds for comparison defi- 
nitions by 13 others. 

In the earlier part of the book the emphasis is 
on the general principles of psychotherapy, on the 
different “kinds” of psychotherapy, and on the 
strategy of the various phases of psychotherapy. 
The larger part of the book deals with the tactics 
of treatment. Both sections are useful. Few, if 
any, approaches are not considered; for example, 
under “supportive therapy” one finds such treat- 
ments as dianetics, shock therapies, and psycho- 
surgery. Drawing on his own clinical experience 
and that of his pupils, the author gives example 
after example of how specific situations and prob- 
lems may be handled. This is done by well-chosen 
quotes of the patient and the therapist. There are 
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not many books written in this manner, which the 
beginning psychotherapist can read to learn a way 
of handling a problem, and which the more ex- 
perienced therapist can use for comparison. The 
tactical problems brought up for discussion are 
encylopediac. 

The author perhaps does not quite achieve his 
goal but in summarizing many of the ideas about 
the strategy and tactics of psychotherapy he has 
done a valuable job which anyone particularly inter- 
ested in psychotherapy will find useful. He may 
not define “the” technique, but he delineates “a” 
technique. 

A bibliography, recommended reading list, and 
clinical forms are appended. 

The typeface and paper, although they make for 
ease of reading, also make the book cumbersomely 
large for lap reading. 

J. Martin Myers, M. D., 
Pennsylvania Hospital. 


Tue Roots or PsycnotHerapy. By Carl A. 
Whitaker, M.A., M.D., and Thomas P. 
Malone, M.A., Ph.D. (New York and To- 
ronto: Blakiston, 1953. Price: $4.50.) 


The preface of this book states that it proposes 
“a scientific formulation of the art of psychother- 
apy.” In so far as it is possible to make a science 
of an art, the authors have succeeded in a brilliant 
manner. 

They are bound by no rigid allegiance to any 
school of psychotherapy but it is obvious that the 
broad stream of their argument results from the 
joining of many tributaries—the largest from 
Freud but of little less importance also from Jung, 
Rank, Sullivan, Fromm-Reichmann, and Franz 
Alexander. 

One is immediately impressed that the authors 
accept the inherent dignity of the individual, 
whether patient or physician, yet they are not 
blinded to the human imperfection of each. Their 
emphasis is on what is “constructive”; “positive” ; 
“well” in the patient. The emphasis is on synthesis 
rather than analysis; the present rather than the 
past. 

This attitude has broken through the chains 
of some psychiatric thinking which has been bound 
to a past where searching for origins was first nec- 
essary to form a basis for therapeutic operations. 
The emphasis on “psychotherapy”—“the therapist” 
rather than on “psychoanalysis” or “the analyst” is 
a healthy omen. 

The unconscious is “not just a reservoir of pa- 
thology” but a “healthy segment (of the per- 
sonality) to be used productively and creatively.” 

This book has excellent chapters on the “Biolog- 
ical Basis of Psychotherapy” and “Adaptation,” in 
which are stressed the natural thrust of life toward 
balance and health—the healing of any injury. This 
potential of homeostasis becomes the keystone of 
their approach to psychotherapy. The psychiatrist, 
to quote, is “a catalyzer aiding in the emergence 
of the individual’s potential energy.” References 
to psychotherapy in terms of a catalyst abound in 


the book, yet the authors repeatedly state the im- 
portance of the therapist’s reacting deeply, respond- 
ing freely himself in the therapeutic procedure. 
Though this involves an obvious contradiction, one 
can appreciate the point of view of the authors who 
want to deemphasize the active, verbal participation 
of the therapist and stress the mute but powerful 
communications between therapist and patient which 
express themselves in things unsaid, but felt and 
responded to as in changes in muscular tension, or 
the tone, timbre, rhythm, etc., of voice. 

It is a relief to read of the therapeutic help avail- 
able in our culture rather than to be reminded again 
of the pathological miasma of our milieu. 

From Chapters VII through XV the authors dis- 
cuss the process of psychotherapy, from the point of 
view of the patient and the therapist both in inter- 
action as a mutual experience. Chapter X, “The 
Process of Psychotherapy” is a most fascinating 
one. Here therapy is perceived as divided into 3 
parts—the presymbolic phase, the symbolic phase, 
and the ending, and as clear an account as the re- 
viewer has ever read of what happens in any suc- 
cessful psychotherapy is given. In this chapter is 
brought out (and further developed in succeeding 
chapters entitled, “Anxiety and Psychotherapy,” 
“The Therapist as a Person,” “Patient-Vectors in 
the Therapist”) the problem of transference and 
counter-transference, its origins, expressions and 
its resolutions. Again the authors’ objectivity mixed 
properly with kindness and tolerance is well dis- 
played. 

Change and growth, as inherent capacities of life, 
are echoed throughout each chapter. Psychotherapy 
is emphasized as a maturing experience for the 
therapist as well as the patient. 

The last chapter “Some Techniques in Brief Psy- 
chotherapy” gives practical, usable suggestions to 
the therapist in his relationship to the patient. This 
chapter should prove valuable to anyone dealing 
with patients, whether physicians, social workers, 
psychologists, or religious workers. 

This is an important publication. It is in itself a 
piece of art as well as science, created by men of 
courage and integrity and above all by men who 
are real human beings. 

Donatp Hamitton, M. D., 
The New York Hospital, 
White Plains, N. Y. 


Mopern Cuinicat Psycuuatry. Fourth Edition. By 
Arthur P. Noyes, M.D. (Philadelphia: W. B. 
Saunders, 1953. Price: $7.00.) 


Here is a comprehensive discussion of the various 
phases of psychiatry with few if any sectarian im- 
plications. More attention has been given to psy- 
chology, psychoanalysis, and such special fields as 
psychotherapy, psychosomatic conditions, and the 
current types of therapy. There is an admirable 
statement of the historical aspect of psychiatry with 
comments on the various outstanding figures in the 
development of that science. The classification of 
psychiatric disorders as officially adopted by The 
American Psychiatric Association is used. 
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A new format has been utilized, including 
changes in binding, page arrangements, etc., all of 
which are in keeping with the title, a credit both to 
the author and to the publisher. 

W.C. S. 


Tue Stupy or THE Brain. A Companion Text to 
the Stereoscopic Atlas of Neuroanatomy. By 
Hyman S. Rubinstein, M.D., Ph.D. (New 
York: Grune & Stratton, 1953.) 


This concise text “represents a course in func- 
tional neuroanatomy built around the dissection of 
the brain.” The author has made available his 
laboratory instructions and lecture notes as they 
have evolved in the course of 20 years of teaching 
experience. The presentation is therefore direct, 
logical, concise, and rounded out with functional and 
clinical considerations. To read the account of the 
pyramidal system or the hypothalamus is to ac- 
quire a grasp of the fundamentals of the anatomy, 
mechanism, and significance of these parts. 

Because the book is a companion text to the 
Stereoscopic Atlas of Neuroanatomy by the same 
author there are relatively few illustrations and 
these are line drawings. The sketches of the 
stages in the dissection of the brain are the ex- 
planatory figures taken from the Atlas and are too 
small to be of value. The diagrams of pathways are 
nicely planned but tend to include too much. 

G. Smirn, M.D., 
Dept. of Anatomy, 
University of Toronto. 


Reappralsinc Crime TREATMENT. National Proba- 
tion and Parole Association Yearbook. Edited 
by Matthew Matlin. (New York: National 
Probation and Parole Association, 1953. Price: 
Cloth $2.00; Paper $1.50.) 


This volume, edited by Matthew Matlin, consists 
of a collection of papers presented at the 24th An- 
nual Conference of the National Probation and 
Parole Association, Cleveland, May 1953, and pa- 
pers presented at the Congress of Correction in 
Toronto, October 1953. The various authors who 
have contributed are drawn from the ranks of 
active administrators, social caseworkers and other 
specialists in the fields of probation, parole and cor- 
rectional institutions. Such names as Walter C. 
Reckless, Sanford Baies, and Sherwood Norman 
are representative of the calibre of most of the 
contributors. 

The contributions cover an extreme range of 
material and although fairly representative of cur- 
rent opinion on the treatment and prevention of 
delinquency and crime, they presume a fairly inten- 
sive knowledge of the problems dealt with. The 
volume can therefore not be considered a text in 
these areas but rather a means of review for those 
actively engaged in this specialist field. 

The material presented is a description of the 
casework process directed toward probation and 
parole and scme of the administrative aspects of 
the problem. Some of the articles are concerned 


with the prison and detention problem presented in 
dealing with the offender. A brief review is offered 
of legislation and court decisions relating to proba- 
tion and parole in various areas of the United 
States. The program and organization cf the Na- 
tional Probation and Parole Association is also 
described. 

The publication should be of interest to active 
workers in these various fields, both in the case- 
work area and those involved in administrative 
problems. A publication of this nature is to be 
recommended as a means of recording and creating 
ready access to the proceedings of such valuable 
scientific meetings. 

J. W. Arcueson, M.D., 
Toronto Juvenile and Family Court, 
Toronto, Canada. 


Wuen Minps Go Wronc. By John Maurice 
Grimes, M.D. (New York: Devin-Adiair, 
1954. Price: $3.50.) 


This book is a passionate inditement of the pres- 
ent state hospital system. “The attack is made with 
the firm conviction that our present system is wrong 
from almost every point of view conceivable.” The 
author devotes the greater part of his work to his 
attempt to prove this thesis. Indeed, psychiatry 
itself comes under his scathing rebuke. He refers 
to the official classification of mental disorders as a 
ponderous product of the profound cogitation of 
bigwigs of The American Psychiatric Association. 
It is described as a monstrosity, and the recent 
modification is an incomprehensible thing. Dr. 
Grimes himself is able to very simply diagnose and 
treat. He is quite certain that manic-depressive dis- 
order, schizophrenia, and psychoneurosis are merely 
reactions to failure. He is certain of psychiatric 
resistance to this concept “for such a simple ex- 
planation of the functional disorders makes their 
psychiatric knowledge and skill seem less im- 
portant, and it weakens their monopolistic hold on 
their lucrative mental patient practice. Indeed it 
makes immediately obsolete the new psychosurgery, 
which actually destroys brain substance, the more 
conservative shock therapy which merely gives the 
patient a series of epileptic fits, and the once fre- 
quent hypodermic injections which were often given 
just because the doctor did not know what else to 
do. And it even suggested that psychiatry, if it 
ever becomes effective, will have to be linked with 
psychology and sociology, no knowledge of which 
is now required of those who treat our vast armies 
of mental patients.” 

It is very unfortunate that Dr. Grimes intemper- 
ateness has interfered with his judgment. He un- 
doubtedly has an extensive and detailed knowledge 
of many state hospitals and the abuses which occur 
in them. Many of his observations and recommen- 
dations are undoubtedly penetrating and accurate. 
On the other hand much of this book is so obviously 
an oversimplification and a diatribe that it cannot 
be taken seriously by the professional. 

Josere D. Suttivan, M.D., 
New York City. 
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a major advance in 


Psychiatric Treatment 


‘Thorazine’ is useful in controlling anxiety, tension, agitation, 
confusion, delirium, or hostility, whether occurring in schizo- 
phrenic, manic-depressive, toxic, or functional states. 
“There is no evidence that large doses [of “Thorazine’] impair 
higher mental functions as is the case with sedatives and central 
nervous depressants . . . Intelligence, memory and judgment are 
intact, indeed are often strikingly improved in most psychotic 
patients ... As much as 2000 mg. a day [of “Thorazine’] has been 
given though the average requirement is about 400 to 600 mg. 
per day.” 

Kinross-W right, V.: Postgrad. Med. 16:297 (Oct.) 1954. 


‘Thorazine’ Hydrochloride is available in 10 mg., 25 mg., 50 mg. 
and 100 mg. tablets; 25 mg. (1 cc.) and 50 mg. (2 cc.) ampuls; 
and syrup (10 mg./5 cc.). 


Additional information on ‘Thorazine’ is available on request. 


Smith, Kline & French Laboratories 


1530 Spring Garden Street, Philadelphia 1 


*Trademark for S.K.F.’s brand of chlorpromazine. 
Chemically it is 10-(3-dimethylaminopropyl)-2-chlorphenothiazine. 
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Distinctive + Sugar Coated + Oval Shaped 


Easy Color Identification of Dosage Strength 
Y% grain @ (yellow) 
grain (light green) 
14 grains (dark green) 
Bottles of 100 and 1000 


LUMINAL: Pioneer Brand of Phenobarbital 
Over 30 Years of Manufacturing and Clinical Experience 


\ 
\ \* ‘ 
LD) 
Cll 
“ 
oS) FOR A STANDARD SEDATIVE 
( 
( 
ome “ 
ox 
{ 
: 
XVIII 


GRAY PHARMACEUTICAL CO., 
Products of Research for Medicine 


SO HUNT STREET. NEWTON S8. MASSACHUSETTS 


crttral for the geriatric 


INC. 


Dear Doctor: 


A new concept in the treatment of cerebral decompensation in the elderly was 
recently presented at the New England Postgraduate Assembly. By the use of 
the unique metabolic stimulant, (-Glutavite, you can demonstrate in your own 
practice that a majority of typical geriatric complaints can be alleviated. 
Among many recent clinical observations, certain are especially pertinent: 


1. After glutamate therapy, "17 out of the 27 patients were improved.... 
Of the 17 who improved, 16 improved in action...patients...on 
occupational therapy do their jobs better...showed more interest 

in their work." (Himwich, HE. et al.: Paper presented at American 

Psychiatric Association meeting, St. Louis, May, 1954.) 


"Niacin produces often striking therapeutic effects in...'total 
cerebral decompensation'....A trial with nicotinic acid...is 
always indicated, particularly in elderly patients." (Lehmann, H.: 
Proceedings, 27th Annual Conference, Milbank Memorial Fund, New 
York, Paul Hoeber, Inc., 1952, p. 587.) 


Besides these clinical trials, these facts emerge from basic studies: 


Glutamic acid participates specifically in the nutrition of 

cerebral tissue. 

2. Orally, monosodium levo-glutamate raises blood levels of glutamic 
acid much more effectively than the free acid itself. 

3. Niacin has notable vasodilator effects on cerebral circulation. 

4. Thiamine, riboflavin, ascorbic acid and their associated minerals 

are important in cerebral cellular oxidations 


2-Glutavite* is indicated in the following geriatric states: weakness and 
fatigue, anorexia, vertigo, insomnia, depression, anxiety, and apathy. 
-Glutavite is palatable and taken in vegetable or tomato juice, or 
sprinkled on prepared foods, stimulates the appetite. 3 to 5 packets daily 
constitute adequate dosage. We urge you to put this new biochemotherapeutic 
concept to a practical trial. 


Sincerely, 
*Formula (per packet) 


Monosodium levo-giutamate 3.48 Gm. 
Niacin 45.0 mg. 
Thiamine Mononitrate 0.6 mg. ; 


Riboflavin 0.8 mg. 
Ascorbic Acid 30.0 mg. Medical Director 
Ferrous Sulfate 11.0 mg. 


Dicaicium Phosphate 910.0 mg. 
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PRESENTS AN 

ADVANCED MODEL USING 
UNIDIRECTIONAL CURRENTS 
FOR EVERY ESTABLISHED 
TECHNIQUE. 


MODEL RC-47C 


e CONVULSIVE THERAPY — fu!l range 


e FOCAL TREATMENT — unilateral 
and bilateral convulsions 


NON-CONVULSIVE THERAPIES 


MONO-POLAR TREATMENT — 
non-convulsive or convulsive 


e BARBITURATE COMA AND 
OTHER RESPIRATORY PROBLEMS 


 ELECTRO-SLEEP THERAPY 


Introduced about a year ago to members of the profession, MODEL 
RC-47C has already gained wide-spread interest and use. This model is the most 
versatile of all Reiter electro-stimulators. All the clinically established therapeutic 
techniques may be applied with this one machine. Automatic safeguards assure 
an amazing reduction of thrust even with an extremely high introduction of cur- 
rent and, in like manner, there is remarkable freedom from apnea and confu- 
sion. A new feature of MODEL RC-47C is a rugged, instantly re-set electronic 
timer providing stop-watch accuracy up to a full hour. 

No technique employing electrical currents, muscle relaxant drugs or a 
combination thereof, can completely prevent undesirable effects. But techniques 
clinically developed for use with the Reiter “Unidirectional Currents” electrostim- 
ulators provide the means to reduce these side effects to an absolute minimum. 


MORE THAN 125 REFERENCES IN LITERATURE AND TEXT-BOOKS. 
Bibliography and literature on request. 
REUBEN REITER, Se.D. 


38 WEST 48th STREET, ROOM 601, NEW YORK 36, N. Y. 
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brand of DISULFIRAM (tetraethylthiuram disulfide) 


Feldman and Zucker report: “Statistical 
and personal experience both show that 
disulfiram puts many alcoholics in a position 
to be rehabilitated.” 

In the judgment of these investigators, 
“Antabuse” is — 

*..eTHE MOST IMPORTANT ADVANCE IN THE 
MANAGEMENT OF CHRONIC ALCOHOLISM...” 


Feldman, D.J., and Zucker, H.D.: J.A.M.A. 153:895 (Nov. 7) 1953. 


“chemical fence’ for the 


A brochure giving full information : 
about “Antabuse” therapy will be 
sent to physicians upon request. oy 


“ANTABUSE’” is supplied iu 0.5 Gm, tablets 
(scored) , bottles of 50 and 1,000. 
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fy Ayerst Laboratories New York, N. Y. + Montreal, Canada 


SUPPRETTES 


AQUACHLORAL 


QUACHLORAL 
Suppnettes® 


Chloral Hydrate in Suppository Form 


The NEOCERA Base 

A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 


MEMPHIS 3, TENNESSEE 
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Each tablet contains: 

Reserpine ..........0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 100 

and 500 
1.0 mg. in bottles of 100 


The Upjohn Company, Kalamazoo, Michigan 


Gradual 


and sustained 


lowering of 


blood pressure: 


Reserpoid 


TRADEMARK FOR THE UPJOHN BRAND OF RESERPINE 


(Pure crystalline alkaloid) 
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Induction of sleep 


one of the 44 uses 


for short-acting 


To produce gentle, restful sleep—or in any of 
more than 44 clinical uses—you’ll find that short- 
acting NEMBUTAL offers these advantages: 


1. Short-acting NEMBUTAL (Pentobarbital, Abbott) 
can produce any desired degree of cerebral depres- 
ston—from mild sedation to deep hypnosis. 


2. The dosage required is small—only about one- 
half that of many other barbiturates. 


Zim 


Nembutal. 


3. Hence, there’s less drug to be inactivated, shorter 
duration of effect, wide margin of safety and little 
tendency toward morning-after hangover. 

4. In equal oral doses, no other barbiturate com- 
bines quicker, briefer, more profound effect. 

Sound reasons why—after 24 years’ use—more 
barbiturate prescriptions call for NEMBUTAL. How 


many of short-acting NEMBUTAL’S 
44 uses have you prescribed? Obtott 
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SECODRIN TABLETS 


PROVIDE 


Symptomatic relief from Psychosomatic disturbances 


COUNTERACT 


Anxiety, abnormal dread or fear, discouragement, gloom, 
depression, nervousness 


ALLAY 
Sensation of hunger, thereby lessening tendency to overeating 


CREATE 


Sense of well-being without untoward after-effects 


| premo PHARMACEUTICAL LABORATORIES, INC. 
SOUTH HACKENSACK, NEW JERSEY 


R | Premo Pharmaceutical Laboratories, Inc., South Hackensack, N. J. 
: Please send me a professional sample of bau’. 


Physicians’ 30 Secodrin tablets. 
sample of this 
new PREMO 
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ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, Room 310 
New York 20, New York 


Enclosed herewith is $ for one year’s subscription to the AMERICAN 


JOURNAL OF PSYCHIATRY beginning with Volume 


ADDRESS 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra (Volume 111 began with 
July 1954 issue). 


ST. VINCENT’'S HOSPITAL OF WESTCHESTER COUNTY 
HARRISON, NEW YORK ESTABLISHED 1879 


A private psychiatric hospital, conducted by the Sisters of Charity, for the treatment 
of acute mental and emotional disorders considered amenable to intensive treatment. 

A full staff of psychiatrists, psychologist and social worker provide a complete 
therapy program with all recognized forms of physiological therapy and emphasis on 
individual and group psychotherapy. Extensive Occupational and Recreational Ther- 
apy facilities. Medical staff of cardiologist, physician and radiologist. 

Located in Westchester County 27 miles from New York City. 


Richard D’Isernia, M. D., Director Rye 7-0502 
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ELECTRONICRAFT ELECTRO- 
NARCOSIS INSTRUMENTS ARE 


ATTENTION AVAILABLE FOR FREE TRIAL 


If you contemplate setting up for the best 
Electronarcosis therapy you can give, or 
Extension of the reduced subscription rate If your volume of shock treatment demands 
of $5.00 (less than one-half the regular rate) the safest and most convenient equipment, 
for the AMERICAN JOURNAL OF PSY- al 
CHIATRY has been authorized to include If your standard of shock treatment re- 
medical students; junior and senior internes; quires the best and most versatile equip- 
first, second, and third year residents in ment available 
training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- 
cial work. Only ELECTRONICRAFT will satisfy you. 
In placing your order, please indicate 
issue with which subscription is to start. 


Send subscriptions to: 


Electronicraft Company 
THE AMERICAN JOURNAL OF 534 Douglas Building 
PSYCHIATRY Los Angeles 12, California 


1270 AvENUE OF THE AMERICAS Telephone MAdison 5-1693 
New York 20, New York “ELNARCOSIS” or “GLISSANDO” 


HUNDREDS OF INSTITUTIONS NOW USE THE JAYNE BRYANT 
SAFETY CHECK BLANKET 


Sanforized canvas, launders easily. Ties securely 
to movable frame of hospital bed by ropes 
which pass through grommets spaced at eight- 
inch intervals. 75-inch zipper down center for 
quick access to patient. Additional zipper 30 
inches long on either side of center zipper gives 
further accessibility. Two more openings permit 
patient’s arms to be free when desirable. Zip- 
pers are strain-resistant and can be locked. 
Write, wire or phone. 


JAYNE BRYANT SAFETY CHECK BLANKET 
7610 S. EGGLESTON, CHICAGO 20, ILL. STewart 3-0140 


KEENE ROAD, HARRISVILLE, N.H. TELEPHONE 2 
Twenty-four hour nursing care is provided by the nursing staff. This 
Dr. Horace G. RIPLEY staff is selected and especially trained in geriatric care, management 
Consulting Psychiatrist and rehabilitation. We operate under the supervision of the New 
Hampshire Department of Public Health. 


ANGELINE R. Gittis, R.N. 


Direcior 


We extend a cordial invitation to visit. A phone call or correspond- 
ence will provide complete information. 
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WINDSOR HOSPITAL 998 


CHAGRIN FALLS, OHIO Phone: CHestnut 7-7346 


A hospital for the treatment of Psychiatric Disorders. 
Booklet available on request. 


JOHN H. NICHOLS, M. D., Medical Director RUTH D. SIHLER, Director 


MEMBER: American Hospital Association — Central Neuropsychiatric Hospital Association 
National Association of Private Psychiatric Hospitals 
APPROVED: by the Joint Commission on Accreditation of Hospitals 


FAIR OAKS 


INCORPORATED 


Summit, New Jersey 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE SUMMIT 6-0143 


Oscar Rozett, M. D., Tuomas P. Prout, Jr., 
Medical Director Administrator 
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THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residential school, for children of elemen- | uation and consultation for infants and 
tary school age with emotional and be- | children to eighteen years. 

havior problems. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


J. Correr HirscusBereG, M. D., Director Topeka, Kansas; Telephone 3-6494 


for emotionally disturbed children . . . 


THE ANN ARBOR SCHOOL 


. . . isa private school for children from six to fourteen, 
of average or superior intelligence, with emotional or 
behavior problems. 
. . . providing intensive individual psychotherapy in a 
residential setting. 

A. H. KAMBLY, M. D. 411 FIRST NATIONAL BLDG. 


Director Ann Arbor, Michigan 


FOR EMOTIONAL 


READJUSTMENT 
Brochure @ Modern Treatment Facilities @ Occupational and Hobby Therapy 
Rates @ Psychotherapy Emphasized @ Healthful Outdoor Recreation 
Available to Doctors = @ Large Trained Staff @ Supervised Sports 
and Institutions = @ Individual Attention @ Religious Services 
@ Capacity Limited @ Ideal Location in Sunny Florida 
MEDICAL DIRECTOR — SAMUEL G. HIBBS, M.D. ASSOC. MEDICAL DIRECTOR — WALTER H. WELLBORN, Jr,M.0. 
JOHN U. KEATING, M.D. SAMUEL R. WARSON, M.0. 


TARPON SPRINGS + FLORIDA - ON THE GULF OF MEXICO ~< PH. VICTOR 2-181! 
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BALDPATE, INC. 


Georgetown, Mass. 
Gee. 2131 
Located in the hills of Essex County, 
30 miles north of Boston 


CWOTD 


For the treatment of psychoneuroses, 
personality disorders, psychoses, alcohol- 
ism and drug addiction. 


Psychotherapy is the basis of treat- 
ment ; electric shock treatments, sub-coma 


and deep coma insulin therapy when in- 
dicated . 


Occupation under a trained therapist, 
diversions and outdoor activities. 


G. M. M. D., 
Medical Director 


Founded 1879 


RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of 
emotional, mental, personality, and habit 
disorders. 


On a foundation of dynamic psycho- 
therapy all other recognized therapies are 
used as indicated. 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 
ders requiring medical, psychiatric, or 
neurological supervision. 


Full resident and associate staff. Cour- 
tesy privileges to qualified physicians. 


BENJAMIN Simon, M.D. 
Director 
CuHares E. Wuirte, M.D. 
Assistant Director 


Arlington Heights, 
Massachusetts 


ARlington 5-0081 


ESTABLISHED 1911 


WESTBROOK SANATORIUM 


eA private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psych h occ i I and 


r 


recreational therapy—for nervous and 
mental di 


s and probl of 
addicti 


P. O. Box 1514 


Sta, PAUL V. ANDERSON, M.D. 
President 
REX BLANKINSHIP, M.D. 
Medical Director 
JOHN R. SAUNDERS, M.D, 
Associate 
THOMAS F. COATES, M.D, 
Associate 


R. H. CRYTZER, Administrator 


RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
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HIGH POINT 
HOSPITAL 


PORT CHESTER, NEW YORK 
WEstmore 9-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving three 
to five therapeutic hours per week; ratio of one active psychotherapist for every five 
patients. Physiologic forms of treatment are available; therapy administered by at- 
tending psychoanalysts, and residents in advanced training under the immediate super- 
vision of the director; staff of medical and surgical consultants (for psychosomatic 
studies) near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 


RutuH Fox, M.D., Associate Consultant L. CLovis Hirninc, M.D., Associate Consultant 
Attending Psychiatrists: STEPHEN W. Kempster, M.D.; MERVYN SCHACHT, M.D. 


Psychiatrists: Leonarp C. Frank, M.D.; Sytvia L. Gennis, M.D.; Leonarp Go tp, M.D., 
A.P.A.; Danie, L. GoLpstein, M.D., F.AP.A. Srmon H. NAGLER, ‘M.D. 


LEaTRICE StyrtT SCHACHT, M.A.; MILprep SHERWOOD LERNER, M.A. 


Staff: tees. KENNETH M. Gana, M.D.; Gynecology, H. Haro_p Giss, M.D., F.A.C.S.; 
ere: K T. Massucco, M.D., F.A.C.S.; Internal Medicine, NATHANIEL J. ScHWwartz. M.D., 
J. Ropman, M.D., F.C.C.P.; Dentistry, Irvine J. Gratnicx, D.DS. 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 
MODERATE RATES 


Fully Approved by the 
American College of Surgeons 


Established 1901 
Licensed by State of Illinois 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 
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HIGHLAND HOSPITAL, INC. 


Founded in 1904 Asheville, North Carolina 
Affiliated with Duke University 
A non-profit psychiatric institution, offering modern diagnostic and treatment pro- 


cedures—insulin, electroshock, psychotherapy, occupational and recreational therapy— 
for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 
for physical and nervous rehabilitation. 

The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 
selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 


Diplomate in Psychiatry Diplomate in Neurology and Psychiatry 
Medical Director Associate Medical Director 


The HAVEN | SANITARIUM, INC. 


ROCHESTER, MICHIGAN 
M. O. WOLFE, M.D. A psychoanalytically-oriented hospital 


Director of Psychotherapy 
JOHN D. WHITEHOUSE, M.D. for the diagnosis and treatment of 


Clinical Director nervous and mental illness. 
GRAHAM SHINNICK Registered with A.M.A. 


meee: Member of American and Michigan 
Telephone: OLive 1-9441 Hospital Associations. 


‘CLEARVIEW 


ON THE KRATZVILLE ROAD 
EVANSVILLE > INDIANA 


A PRIVATE HOSPITAL 
FOR THE TREATMENT OF PATIENTS SUFFERING FROM NERVOUS AND MENTAL 
DISORDERS, ALCOHOLISM AND DRUG ADDICTION. SEPARATE BUILDINGS FOR 
DISTURBED AND CONVALESCENT PATIENTS. tad DIAGNOSTIC-TREATMENT 
BUILDING AIR-CONDITIONED THE YEAR ROUN' 
Stereoscopic X-Ray + Equipped for Surgery + Electre 
ALBERT J. CREVELLO, M. D. 
Diplomate, American Beard of Psychiatry and Nevrelegy, Inc. 
Medical Director 
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COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 


NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by JOINT COMMISSION ON ACCREDITATION OF HOSPITALS 
LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL DIRECTION 


HELEN RISLOW BURNS, M.D. G. CRESWELL BURNS, M. D. 
Assistant Medical Director Medical Director 


Established in 1915 


McFarland Hall is 
the open unit of this private psychiatric hospital devoted to a 
active treatment, analytically-oriented psychotherapy, and = 
the various somatic therapies. 


Hall-Brooke 


Greens Farms, nox 31, Connecticut 
Telephone: Westport, CApital 7-5105 


George S. Hughes, M.D., Medical Director Heide F. Bernard 


Leo H. Berman, M.D., Clinical Director Samuel Bernard Administrators 
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HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 3-4300 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.—Medical Director 


MARGARET BIAMA, M.D. WERNER SCHMIDT, M. D.—Chief of Staff 
LOUIS BASSETT, M.D. NATHAN KALICHMAN, M.D. 
JACK PEARLMAN, M.D. FRED SWARTZ, M. D. 


CHESTNUT LODGE 


MEDICAL DIRECTOR CLINICAL DIRECTOR 
Dexter M. M.D. MARVIN L. ADLAND, M.D. 


CONSULTANT IN PSYCHOTHERAPY DIRECTOR OF PSYCHOTHERAPY 
FriepA FROMM-REICHMANN, M.D. Ortro A. WILL, Jr., M. D. 


CLINICAL 
Georce H. Preston, M.D. Ropert W. Giason, M.D Cuaries A. Baker, M.D. 


ASSOCIATES 

Cuiay F. Barrirt, M. D. E. Dyrup, M.D. CLARENCE G. Scuutz, M.D. 

DonaLp L. BurRNHAM, M.D. JoHN P. Fort, Jr., M.D. F. 

JoserpH W. Coxe, M.D. Mitton G. Henpticn, M.D. Rocer L. SHapiro, M.D. 

Ceci. C. CULLANDER, M.D. NorMAN C. Rintz, M.D. NAomMI K. WENNER, M.D. 
CLINICAL PSYCHOLOGIST INTERNISTS CONSULTANT IN GERIATRICS 
J. Riocu, Pu. D. WILLIAM W. WELsH, M.D. Epwarp J. Srieciirz, M.D. 

Corinne Cooper, M.D. 


ROCKVILLE MARYLAND 


‘MILWAUKEE SANITARIUM FOUNDATION, INC. 


Wauwatosa, Wisconsin 


ee since 1884, the Milwaukee Sanitarium 
Foundation continues to stand for all 


T. Krapwe xt, M. D. is 
that is best in the contemporary care 


Lewis Danzicer. M. D. ic 
and treatment of nervous disorders. 


Tames A. Atston. M. D. 
Photographs and particulars sent on 


request. 


WatLvo W. Buss, Executive Director 


COLONIAL HALL— 
One of the 14 Units in “Cottage Plan” 


NNW 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


uality 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 

BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
LOUISVILLE: Starks Bldg., 4th & Walnut St. LOS ANGELES: 1231 S. Main St. 
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REDUCTION IN PRICE 


ON THE BIOGRAPHICAL DIRECTORY OF 
THE AMERICAN PSYCHIATRIC ASSOCIATION 


1950 EDITION 


WE have only a few more copies left. Psychiatrists, psychiatric clinics 
find the DIRECTORY indispensable. 


PATIENTS travel or move to other parts of the United States. They 
have relatives and friends in all parts of the country who frequently ask to 
be referred to colleagues or have recommended to them privately practicing 
psychiatrists or clinics throughout the United States, therefore, it is neces- 
sary for you to own a copy of: 


THE BIOGRAPHICAL DIRECTORY 


PRICE upon publication was $12.00. Until recently it had been reduced 
to $10.00. It is now available for $5.00. 


THE exhaustive alphabetical section of the DIRECTORY gives you com- 
plete information about more than 4,000 of your colleagues with reference 
to: 

TRAINING 

RESEARCH ACTIVITIES 

TYPE OF PSYCHIATRIC TRAINING 
AFFILIATION 


SECURE your copy of the DIRECTORY (Publ. 1950) by ordering from: 


EXECUTIVE ASSISTANT 

AMERICAN PSYCHIATRIC ASSOCIATION 
1270 Avenue of The Americas, Rm. 310 

New York 20, New York 


TO facilitate distribution, enclose your check for $5.00. 
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THE ULTIMATE GOAL IS 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The psychologic value of all aspects of 
treatment, training and education is care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the “whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, meet 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 


ber of the group. 


MEDICAL STAFF 


Research Clinic 


and the child 


William L. Noe, Jr., M. D., Director of Medical Services 


Eugene B. Spitz, M. D., Neuro-Surgery Consultant 
PSYCHOLOGICAL STAFF 


THE Woops SCHOOLS 


A non-profit organization, founded in 1913 
LANGHORNE, PENNSYLVANIA 


f 

| 

Myrtle E. Wampler, M. A. : 
Fritz Stirner, M. A. 
Kathryn Burchard, M. A, 
Gisela Ungurian, M. A. 
; Paul M. Forest, M. A. a 
Frank P. Bakes, Ph. D., Attending Consultant in Speech os. 

see Ruth M. Strang, Ph. D., Attending Consultant in Reading tee 
Edward L. Johastoae 
President 
: 


THE REFERRING PHYSICIAN 


finds that the clinical staff of the Devereux Schools 
is fully codperative when presented with a young 
patient who is in need of special education with therapy. 
The staff sends you a detailed report 
on each case history of a patient referred by you 


and keeps you in touch with progress achieved. 


CLINICAL STAFF PSYCHOLOGY-EDUCATION PROFESSIONAL STAFF 
PENNSYLVANIA Edward L. French, Ph.D. CALIFORNIA 
MEDICINE-PSYCHOTHERAPY- Director Charles M. Campbell, Jr. M.D. 
RESEARCH Selma J. Eble, A.M. Consulting Pediatrician 
George Devereux, Ph.D. Kenneth E. Evans, B.S. Richard H. Lambert, M.D. 
Robert Devereux, M.D. Marguerite B. Horn, A.M. Consulting Psychiatrist 
Ruth E. Duffy, M.D. John R. Kleiser, Ph.D. Ivan A. McGuire, M.D. 
Michael B. Duan, Ph.D. Kathryn F. Kramer Consulting Psychiatrist 
Herbert H. Herskovitz, M.D. | Morgan W. McKean, A.M. David L. Reeves, M.D. 
Robert L. Hunt, M.D. Gertrude Miller Consulting Neurologist 
Ralph A. Luce, Jr., M.D. Robert A. Semple, Ill, B.R.E. ° 
Leon L. North, Jr., M.D. Jack Shelley, M.Ed. Robert L. Brigden, Ph.D. 
Calvin F. Settlage, M.D. George Spivack, Ph.D. Director of the Ranch School 
Albert S. Terzian, M.D. Barbara R. Winters, B.S. W. J. Van Spanckeren, Jr, A.M. 
Waiter M, Uhler, M.D. Conrad R. Wurtz, Ph.D. inical Psychologist 


Inquiries invited. Address Joun M. Barcay, Director of Development, Devon, Pa. 
Professional publications sent on request. 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. Devereux, Director 
J. Currtorp Scott, M.D., Executive Director 
SANTA BARBARA, CALIFORNIA DEVON, PENNSYLVANIA 
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